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DEDICATION
“Vulnerability is terrifying, the courage it takes to reveal your heart is one of the most
daunting and yet rewarding experiences in life. It will set you free.” -Author Unknown
As a young therapist, setting out in her career, I was bursting with grandiose visions about
how I would save people. I would save them from their fears, cure them of their symptoms, and
heal those who needed healing. I quickly learned that quite often, my goal for my clients and the
reward of feeling good for being of service, was far from what would transpire within the
therapeutic process. I learned that vulnerability is terrifying. I learned that people will try at all
costs to avoid pain and suffering, and most importantly, I learned that my role was not to cure, or
heal or fix, it was simply to join my clients in the space of vulnerability. And so, to every soul
that has granted me permission to share in their vulnerability, I honor you. Without you, the
inspiration for this work would be lost.
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CHAPTER 1 INTRODUCTION
Immigrants from the Middle East are rapidly becoming one of the largest groups of
displaced migrants worldwide. According to the United States Department of Refugee Admissions
Program, the United States of America (U.S.) is projected to accept 85,000 refugees for the 2016
and 2017 fiscal years. Additionally, an approximated 34,000 of these individuals will immigrate
from South Asia and the near East, with roughly 10,000 from the Middle Eastern country of Syria.
(U.S. State Department website accessed on 9/15/2016). Furthermore, a substantial proportion of
these immigrants from the Middle East are believed to have been exposed to war, violence, and
torture, with many suffering from trauma related mental illnesses. Moreover, pre-migration factors
are often amplified by post-migration stressors during and after resettlement into the United States
(Dross, 2000; Jamil et al., 2002). Many of these post-migration stressors are related to
acculturation, language barriers and economic constraints (Aprahamian, Kaplan, Windham, Sutter,
& Visser, 2011; Jamil et al., 2002; Melhem & Chemali, 2014). Unfortunately, the systems of which
routinely interact with this unique population, such as hospitals, schools, and community mental
health organizations, lack the scientifically sound and culturally relevant tools to provide effective
care. Consequently, the complex mental health needs of the immigrant population necessitate
providing mental health care that is informed, culturally sensitive and guided by scientific,
evidence-based practices.
Help-Seeking and the Arab American
Research on evidence based, culturally sensitive interventions with the Middle Eastern
immigrant population is scarce, however, overwhelming consensus in the literature asserts that
Middle Eastern immigrants typically underutilize mental health services (Erikson and Al-Timimi,
2001; Jamil et al., 2002; Latzer, 2003; Melham & Chemali, 2014; Siren-Rogers, 2013). Available
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research on the subject matter focuses on variables related to help seeking avoidance and stigma
surrounding mental illness. Additionally, seeking pharmacological therapies to manage
physiological complaints is a commonly cited reason for entering mental health treatment by the
Arab cultural group (Erikson and Al-Timimi, 2001; Jamil et al., 2002; Latzer, 2003; Melham &
Chemali, 2014). Lastly, research had found that the practice of psychotherapy conflicts with
cultural expectations of ‘healing’ which is believed to be the sole responsibility of the physician,
with minimal effort on the part of the consumer (Latzer, 2003; Purhan & Sati, 2013).
Understanding the unique variables that prevent immigrants from accessing mental health
care is important, nevertheless, it is important to explore variables that may mitigate barriers to
treatment. Unfortunately, the scarcity of available literature on the subject matter poses a dilemma
for professionals who frequently interact with this population. Research is limited at best, and
largely nonexistent on applicable, effective, and appropriate methods to treat the unique needs of
this population (Melham & Chemali, 2014). Conversely, whether members of this population are
referred for treatment, or arrive by their own means, what resources do mental health professionals
have available, and are current guidelines of health care treatment sensitive to the different needs
of this population?
Information about beliefs, perceptions, and behaviors of mental health care use of this
specific population may be useful in the development of evidence based models of care. However,
the literature has largely overlooked the role and function of the clinician in the delivery of care,
when immigrants ultimately decide to seek treatment. The mental health care system appears to be
lacking, at least from a research perspective, in appropriate training, culturally applicable
diagnostic tools, and overall understanding of how to provide services to this population (Melhem
& Chemali, 2014).

3

Recovery - A Consumer Lead Movement
Connecting the origins of recovery to a single historical/social or political change in health
care is a difficult task. Moreover, several simultaneous changes in health care policy and mental
health care services facilitated the present-day consumer lead recovery model of health care. The
deinstitutionalization of persons with mental illness from psychiatric hospitals in the 1950’s,
consumer-survivor narratives, and longitudinal research in the sixties and seventies challenged
traditional, medical views of recovery (Anthony, 1990; Bellack, 2006; Deegan, 1988, 2007;
Farkas, 2007; Harding, Brooks, Ashikaga, Strauss, & Brier 1987)). The construct of recovery arose
from consumer-survivor narratives of living with mental illness (Anthony, 1990; Davidson et al.,
2007; Mead & Copeland, 2000). Historically, recovery from mental illness was defined as the
absence of symptoms and a return to premorbid state, failing to account for consumer beliefs of
what recovery means for them.
The President’s New Freedom Commission Report (2002) advocated for the use of
scientifically proven treatment interventions as the guiding principle mental health care services.
This marked a pivotal turning point in the way mental health care was conducted in the United
States. Prior to this report, a widely popular medical model of care, focusing on the absence of
psychological symptoms primarily through pharmacological treatment was the standard
intervention (Bellack, 2006). The medical model contested that recovery from mental illness could
only be achieved in the absence of pathology, and a return to premorbid functioning. Additionally,
the model posited that adherence to psychotropic medications would be lifelong to manage
accompanying symptomology in severe disorders such as schizophrenia. The President’s New
Freedom Commission Report (2002) arose from increasing criticism of the mental health care
system by consumer-survivor groups and their family members of the existing care model. The
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report now mandated that not only should treatment be a collaboration between the practitioner
and the consumer, and evidence should be the driving force behind interventions. (Bellack, 2006).
In 2004, The U.S. Department of Health and Human Services, in their two-day conference
on Mental Health Recovery and Transformation, established a working definition of recovery,
which emphasized access for consumers of evidence-based treatments, and the access of social
and peer support networks to successfully manage mental health disabilities (SAMHSA, 2004).
The new, working definition of recovery that was established mirrored previous consumer
narratives of the recovery model.

Recovery was defined as a “journey of healing and

transformation” and that persons with mental illness should be able to lead “meaningful” lives “in
communities of his or her choice” (SAMHSA, 2004). In addition to this definition, SAMHSA
(2004) identified characteristics of recovery-oriented services, with emphasis on treatment as a
partnership and collaboration between the consumer, the consumers’ family members and the
clinician. Presently, the Substance Abuse and Mental Health Services Administration’s established
the Office of Behavioral Health Equity to work creating cultural awareness and competency in
mental health and substance use programs (SAMHSA website accessed 1/22/2017).
Cultural Matching – The Role of the Culturally Competent Therapist
Overwhelming consensus in the literature attests that, cultural competence is a key factor
in providing excellent care when working with diverse populations (Griner & Smith, 2006;
Melhem & Chemali, 2014; Siren-Rogers 2013; Sue, Zane, Nagayama Hall & Berger, 2009). Sue
and colleagues (2009) explains that providing culturally competent care is comprised of three
factors; the person, the process, and the resources available for care. Griner and Smith (2006) in
their meta-analysis paper on multicultural counselling found that studies that were multiculturally
sensitive, resulted in more positive therapy outcomes. Additionally, cultural matching between the
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therapist and the client appears to mitigate dropout rates and improve scores on outcome measures
among the Arab reference group (Siren-Rogers, 2013). Chu and Sue (2016), explain a theoretical
model explaining the efficacy of cultural competence in psychotherapy from a theoretical model.
The authors postulate that cultural competency is efficacious due the “contextual match” with the
client’s external realties and the feelings of being understood (Chue & Sue, 2016). The importance
of providing culturally competent care is echoed in the American Psychological Associations
Guidelines for Multicultural Education, Training, Research, Practice, and Organizational Change
for Psychologists. The guidelines implicate the importance of cultural awareness, limiting beliefs
and attitudes and to provide support for the use of culturally relevant and applicable interventions
and processes (APA, 2002).
Statement of the Problem
In many ways, mental health care has evolved beyond outdated and scientifically
unsupported care models. However, there remains a disconnect between the current models of care
and culturally sensitive health services available to the Arabic speaking population. Deeply held
cultural beliefs and expectations of mental health care conflict with a consumer lead recovery
model which guides mental health care practice in the United States. Furthermore, it appears likely
that because of this, clinicians who work closely with this population would face unique challenges
in providing care. In a meta-analysis of cultural competency and help seeking, Benish, Quintana
and Wamplod (2011) suggest that psychotherapy is a predominately ‘Eurocentric’ treatment which
may not always connect with culturally held beliefs about help seeking and mental health care.
However, the staff who understand the cultural nuances, beliefs and expectations are critical to the
birth of culturally relevant and sensitive health care measures (Benish et al., 2011).
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Purpose of the Study
The purpose of this study is to explore the barriers and facilitators of providing mental
health services to the Arab cultural group from the perspective of the mental health therapist. This
will be accomplished by gathering information from practitioners that work exclusively with the
Middle Eastern population. The overarching goal is to obtain insight into how treatment with this
population is provided given the cultural considerations and expectations of the clients and the
available resources the therapist may have to effectively engage the client in treatment. Most
importantly, it is through the therapists’ narrative of their contrasting positive and negative
experiences that we can begin to identify the problems and solutions within the current mental
health framework for providing care.
Research Questions
To assess the barriers and facilitators of working with the Middle Eastern population in the
domain of psychotherapy, the following research questions will be explored:
1) What are the perceived barriers and perceived facilitators of providing therapy to
consumers who identify with the Arab-American cultural ethnic reference group?
2) What practice strategies are therapists that identify with the Arab-American cultural
ethnic reference group utilizing to meet the clinical needs of their clients?
3) What are therapists’ beliefs about recovery from mental illness
Significance of the Study
Fundamental to the concept of recovery is the idea of collaborative effort in the clients’
recovery journey between the consumer and the clinician. Proponents of recovery William
Anthony implicated in his narrative on recovery “Professionals do not hold the key to recovery;
consumers do. The task of the professionals is to facilitate recovery; the task of consumers is to
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recover” (Anthony, p. 18). Mental health providers in the United States who exclusively work with
the Arabic speaking population are in and of themselves a unique group of individuals faced with
the delicate task of merging Westernized standards of mental health care to consumers who hold
culturally specific beliefs about mental health. Furthermore, the influx of immigrants with premigration and post-migration stressors and mental health concerns (Aprahamian et al., 2011;
Jadalla & Lee, 2012; Jamil et al., 2000) poses a challenge for clinicians working with this
population as there are a lack of established, evidence-based research and diagnostic assessment
tools available (Melham & Chemali, 2014). Thus, it is through the clinician narratives, knowledge,
and exposure to this population that a greater, more comprehensive understanding of the needs of
this population can be established, and guide the future direction(s) of health care delivery.
Depression, trauma-based disorders, anxiety, and post migration stressors are some most
commonly sighted mental health concerns in Middle Eastern Immigrants to the United States
(Melham & Chemali, 2014 p.21). Additionally, the lack of evidence-based research, and culturally
relevant, sensitive tools available to clinicians, furthers the divide between Westernized standards
and expectations of how mental health care is provided to this culturally diverse group of
individuals. It is the goal of the researcher that conceptual frameworks formulated from these
narratives will be used to drive future research and develop effective treatment strategies to
increase consumer involvement in their care.
Assumptions of the Study
The following assumptions are proposed for the study; The study will employ a qualitative
research style approach to gathering insight into the perceptions of the barriers and facilitators of
working with this specific population. Due to the nature of the study, neither random selection nor
random assignment will be employed. Experts in qualitative research urge that sampling strategies
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for research should be reflective of the population at large, and that probability sampling is most
effective. However, due to the nature of the study, the sample of participants is represented of
something Maxwell (2013, p. 97) calls “purposeful selection” or purposeful sampling. The goal of
purposeful selection is to study those members belonging to the population group that will provide
the most insight into the phenomena in question. For this study, Arab American therapists’ that
work with Arab reference group and provide psychotherapy services will be utilized as this
population. The Arab-American therapist will be able to provide unique insight into the
phenomena in question that may not otherwise be gathered from a larger more representative
sample of all psychotherapists. Another assumption of qualitative research is that participants are
interviewed, and data is gathered until data saturation is reached. Data will be collected using openended questions, meant to capture the overarching research questions.
Limitations
With any proposed qualitative design, researcher bias poses a threat to the validity of the
study and therefore it is important to understand the researcher’s values, preexisting ideas and
beliefs when conducting research and drawing conclusions from the data. Additional threats to
validity include influences the researcher may have on the setting or participants in the study.
While important measures may be put in place to minimize the impact of the researcher on the
participants such as avoiding the use of leading questions, it is crucial to consider the influence of
the researcher in the setting he/she are studying. An additional limitation of this study comes from
the sample strategy used. Generalizability in qualitative research is often also compromised in a
qualitative study as participants sampled are not representative of the population at large. Because
this study is specific to therapists who work with and provide psychotherapy to Arab cultural group
it cannot be generalized to a sample of all therapists.
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A subsequent limitation of asking employees to report on perceived work-related barriers
are the participant perceived ramifications of participating in the study. Ultimately, this may result
in participants either limiting or excluding information, or lack of participation altogether. Lastly,
because data will be gathered on site, avoiding, or limiting perceived feeling of coercion to partake
in the study must be accounted for.
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CHAPTER 2 REVIEW OF THE LITERATURE
Historical Synopsis of the Recovery Movement
Evidence Based Practices (EBP’s) are the gold standard in psychological treatment. EBP’s
encompass service models and treatments found to be effective through empirical research
(Essock, Drake, Frank & McGuire, 2003). The American Psychological Association Task Force
on Evidence Based Practice defines EBP’s as “effective psychological practice that enhances
public health by applying empirically supported principles of psychological assessment, case
formulation, therapeutic relationship, and intervention” (APA, 2006 p. 271). A fundamental
difference between EBP’s and empirically supported interventions alone is that consumer
outcomes are of exceptional importance to EBP’s. Effectiveness of evidence based interventions
utilizing a recovery care model is well documented in the psychological literature. Nonetheless, a
discussion of the recovery model is incomplete without first examining the historical and scientific
studies that continue to influence the recovery movement.
The multidimensional, multifaceted construct of recovery evolved as a bi-product of
empirical data, social and political attitudes surrounding mental illness in the United States
(Anthony, 1990; Barber, 2012; Bellack, 2006), coupled with growing frustrations from consumers
and their families (Anthony, 1990; Mead & Copeland, 2000) regarding psychiatric treatment for
chronic mental illness. Historically, recovery was viewed from within the lens of the ‘medical
model’ framework, and primarily ‘outcome’ focused (Bellack, 2006). This traditional, medical
definition of recovery focused mostly on the absence or elimination of symptoms, where to
‘recover’ meant to a return to premorbid functioning, ultimately failing to consider the uniquely
individualized ‘process’ of recovery from mental illness (Anthony, 1990, Mueser, Rosenberg,
Goodman & Trumbetta ,2002). Furthermore, overwhelming consensus among mental health
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professionals was that medication adherence would be lifelong, and the presence of residual
symptomatology meant individuals experiencing mental illness would be unable to lead satisfying
lives (Bellack, 2006). Therefore, recovery could not be achieved unless a complete remission of
the disease or a return to baseline functioning first occurred.
The deinstitutionalization of people with mental illness from psychiatric hospitals in the
nineteenth century meant that individuals with severe mental illness could no longer be segregated
from the larger urban community. Conclusively, mental health care was shifted from hospitals to
smaller community-based health facilities (Anthony, 1990). Unfortunately, a new set of challenges
emerged as previously institutionalized persons attempted to reintegrate into communities that
were often ill equipped to support individuals with various psychiatric needs. Consequently,
growing consumer protests, political lobbying from consumers and their families, in conjunction
to longitudinal research in the sixties, seventies, and eighties, challenged traditional, medical views
of recovery (Anthony, 1990; Deegan, 1988,). Consumer narratives of recovery suggested that
recovery was in fact possible and that consumers could lead satisfying lives, challenging the
predominant beliefs about mental illness following the post-institutionalization era (Deegan, 1988,
2007). Unfortunately, available treatment options, and legislative policies were incongruent to
consumer reports and empirical data about recovery from mental illness (Farkas, 2007).
Consumer-survivor narratives of recovery underscore the importance of hope and
empowerment as necessary to the recovery process. (Andresen, Oades & Caputi, 2003; Bellack
2006; Davidson et al., 2005; Mead & Copeland, 2000). Hope, from a recovery-oriented
perspective, emphasizes empowering consumers to acknowledge that recovery is in fact possible,
and consumers can facilitate their recovery (Mead & Copeland, 2000). Mead and Copeland (2000)
discuss the concept of consumer lead recovery and the importance of collaboration between the

12

consumer and the mental health provider in the treatment process. The authors suggest that
recovery minded health care providers can assist clients’ in their recovery journey through
educating families and consumers on the recovery process (Mead & Copeland, 2000). In addition
to the concept of hope, recovery-oriented care encourages the use of peer and family support
networks which have beneficial impacts on self-esteem and self-efficacy (Berkman, 2000;
Horowitz, Reinhard & Howell-White, 1996; Pernice-Duca, 2010). Provider expectations for
recovery are equally important for consumer outcomes. A study by Salyers, Brennan and Kean
(2013), found that positive recovery expectations from mental health care providers, resulted in
more recovery facilitating behaviors on the part of the clinician, and greater positive outcomes for
consumers. Thus, both client and provider expectations for recovery are equally important to
mental health outcomes.
A recovery-oriented model of care promotes the importance of collaboration between the
consumer and the provider, and fosters a shared, inclusive vision for treatment. Jacob and Greenley
(2001) proposed a conceptual model of recovery encompassing internal processes experienced by
the individual (hope, healing, empowerment, connection) and the external conditions (human
rights, a positive culture of healing, recovery-oriented services) that promote recovery. Healing
relates to self-concept and identity beyond the illness. Empowerment is defined as a belief in
autonomy and the tools or mechanisms undertaken to facilitate autonomy such as knowledge about
the illness, and the ability to make meaningful decisions. Lastly the concept of connection relates
to the social aspects, persons, and activities the individual undertakes that promote community
inclusion, including supporting individuals impacted by mental illness. The authors conclude that
consumer/provider beliefs centered around hope through acknowledging that recovery is possible,
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promotes healing and protects against relapse. Conclusively, external conditions help the internal
practices in a reciprocal manner (Jacob & Greenley, 2001)
Research on Recovery
Longitudinal research documenting the course of schizophrenia confirms consumer
accounts of recovery, highlighting that recovery can occur in the presence of psychiatric
symptoms, and with discontinuation of pharmacological interventions (Harding et al., 1987). The
Vermont Longitudinal Study of Persons with Severe Mental Illness, was the first long term
outcome study to follow the course of severe mental illness throughout the lifespan in persons
diagnosed with schizophrenia. Approximately one half-to one third of the n=168 patients surveyed
over a 32-year period recovered from schizophrenia, with a large proportion of overall participants
previously labelled ‘chronically ill’ demonstrating significant improvements to multiple life
domains (Harding et al., 1987). The study measured improvements to social and emotional
functioning with a Global Assessment Scale (GAS), assessing functioning in life domains such as
employment, social relationships, severity of symptoms, and psychiatric hospitalizations etc. The
GAS was utilized as a measure of overall well-being across the course of the study. Research by
Harding and colleagues (1987), was instrumental in providing empirical evidence that individuals
with severe mental illness could in fact recover, and report leading satisfying lives despite their
chronic mental health condition. The historical results of Harding and colleagues (1987) facilitated
the advancement of additional longitudinal research on recovery from mental illness.
Comparable long-term outcome studies have demonstrated cross-cultural patterns of
recovery occurring at similar rates to that of Harding and colleagues (1987) in countries such as
Germany, Switzerland, and Great Britain (Farkas, 2007). A study from Harrison and colleagues
(2001) showed improvements to overall social, emotional, and psychological well-being in an

14

international follow up study at fifteen and twenty-five years. Harrison and colleagues (2001)
suggested a “critical window” of opportunity where intervention, if delivered effectively, would
minimize the length and chronicity of schizophrenia whereby the shorter the course of the illness,
the better the recovery. Harrow, Grossman, Jobe & Herbener (2005) found that upwards of 40%
of their sample experienced at least one episode of recovery in a 15 year follow up study comparing
schizophrenia with psychotic and nonpsychotic disorders. Conversely, in comparison to psychotic
and nonpsychotic disorders, the schizophrenia group of disorders presented with a longer, more
severe course of the illness, resulting in poorer outcome (Harrow et al., 2005). A follow up study
by Strauss, Harrow, Grossman, & Rosen, (2008) presented similar findings to that of Harrison et
al. (2001) wherein, severity of illness resulted in poorer long-term outcome for recovery.
Consequently, the emergence of scientific data has provided cross-cultural and longitudinal
support for recovery from mental illness, especially in severe and chronic psychiatric illnesses
such as schizophrenia.
Public Policy on Recovery
In lieu of consumer narratives and empirical data, The President’s new Freedom
Commission on Mental Health was established in 2002 to examine mental health service in the
United States. The report mandated provisions to mental health care minimizing inequality for
persons with disabilities, and improving treatment programs for persons with mental illness. A
new system of care was proposed with recovery as its guiding principle. Recovery was defined as:
“the process in which people are able to live, work, learn, and participate fully in their
communities.” (President’s New Freedom Commission on Mental Health, 2003 accessed online)
The report advocated for the implementation of recovery-oriented care, and urged against
basic symptom management. Additionally, consumer preference and treatment effectiveness
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would now be the basis for reimbursement for treatment programs. The report identified six goals
as the foundation for the recovery-oriented care service:
1) Americans understand that mental health is essential to overall health
2) Mental health care is consumer and family driven
3) Disparities in mental health services are eliminated
4) Early mental health screening, assessment and referral to services are common
practices
5) Excellent mental health care is delivered and research is accelerated
6) Technology is used to access mental health care and information (SAMHSA, 2004)
On the heels of the President’s new Freedom Commission report, the Substance Abuse and
Mental Health Services Administration (SAMHSA, 2004) set out to establish a definition of
recovery that encompassed the essence consumer focused and consumer lead care. SAMHSA
(2004) defined recovery as “a journey of healing and transformation for a person with a mental
health disability to be able to live in a meaningful life in communities of his or her choice while
striving to achieve full human potential or personhood”. The SAMHSA conference resulted in
mandates to include recovery-oriented care as part of health care treatment in the United States.
Additionally, SAMHSA (2004) identified that recovery-oriented care should encompass the
following critical components: 1) Self-Direction 2) Individualized and Person-Centered 3)
Empowerment 4) Holistic 5) Nonlinear 6) Strengths -Based 7) Peer Support 8) Respect 9)
Responsibility 10) Hope.
A complete synopsis of the provisions outlined in SAMHSA (2004) recommendations are
beyond the scope of the present study, however, it is worth noting that an emphasis on
collaboration between the consumer and the clinician in addition to consumer lead care is at the
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basis of the recommendations. Furthermore, a recovery focused care model serves to empower
consumers through the emphasis on peer support and community inclusion.
Ecological Theories
Ecological frameworks are useful for understanding the unique, complex, bidirectional
relationship between the individual and the ecological setting. Urie Bronfenbrenner’s (1977)
ecological theory, later renamed the bioecological systems theory, describes lifespan development
as an interactive process between the individual and the environment. The theory examines the
proximal and distal processes which impact the developing person (Bronfenbrenner, 1977).
Comparatively, Kelly’s (1966) Ecological theory, an alternate ecological framework popular
among community psychologists, explores how the person and the environment interact to
promote change within the community they are embedded. Analysis of both theories are useful
for understanding the environmental factor that inhibit or facilitate the therapist working in the
community-based health care setting, specifically, the therapist providing mental health care
services to the Middle Eastern population.
Urie Bronfenbrenner is widely known for his earlier work outlining the environmental
systems which interact with the developing child (Jaeger, 2016). However, in his later work,
Bronfenbrenner expanded his theories to include characteristics of the person (proximal) which
interact reciprocally to the individual’s environment. In his earlier work, Bronfenbrenner (1977)
defined ecological human development as:
“the scientific study of the progressive, mutual accommodation, throughout the life span,
between a growing human organism and the changing immediate environments in which
it lives, as this process is affected by relations obtaining within and between these
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immediate settings, as well as the larger social contexts, both formal and informal, in which
the settings are embedded”
The core foundation of Bronfenbrenner’s (1977) earlier work focuses on five interacting,
environmental systems which impact human development; the microsystem, the mesosystem,
macrosystem, exosystem, chronosystem. In his later work, Bronfenbrenner sought to incorporate
the proximal (situations, people, institutions, social) contexts that interact with distal processes
which shape development across the lifespan.
The microsystem, according to Bronfenbrenner (1977), defines the relationship between
the individual and their immediate environment (e.g., home, school work, etc.). The microsystem
contains the proximal processes which the developing person is actively involved in (Jaeger,
2016). The mesosystem entails the interactions of two settings the individual interacts with.
Examples of mesosystems would be the interaction between the teacher and the parent. An
exosystem contains systems that do not involve the developing individual. Bronfenbrenner
elaborates that while the individual may not be directly involved in structures or settings residing
in the exosystem, the exosystem is comprised of major institutions, formal and informal structures
such as the media, government agencies where the individual resides. Lastly, the macrosystem
refers to the patterns of the culture and subculture such as political systems, schools, legal and
educational systems, language, and communication patterns that influence the individual.
Macrosystems can involve historical or social events, defined by Bronfenbrenner (distal processes)
as events relating to economic downturn and political changes that indirectly affect the individual
(Jaeger, 2016). In Bronfenbrenner’s analysis of the system, he argues an important point pertinent
to the present research questions under investigation, that it is important acknowledge how the
system or setting within which the research question is embedded impacts the phenomena in
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question. Bronfenbrenner later expanded upon his original theories to suggest the developing child
was an active agent in his/her development and included personal characteristics of the child
(temperament, attributes, personality, motivation, etc.). The notion that the environment was solely
responsible for changes to the individual, were extended to include the ways in which individuals
can be active agents of change in the environmental contexts they interact with (Jaeger, 2016).
James G. Kelly’s (1970) narrative “antidotes for arrogance” cautions psychological
professionals against simple analysis and interpretation of observed phenomena within an
ecological setting. Much like the work of Bronfenbrenner, Kelly (1970) addressed the importance
of the researcher joining in on the community or ecological context they observe to ‘competently’
understand the needs of the community. Proponents of this ecological perspective recommend that
ecological theory should encompass a heuristic of how a community functions rather than a mere
theory that focuses on cause and effect within the system (Kelly, 1970). The shift from the why,
to how is what makes Kelly’s ecological framework suitable for qualitative study as it allows for
exploration of the often complex, context dependent processes that may otherwise be difficult to
capture (Toro & Wall, 1991).
Kelly’s (1966) ecological theory explores four principles that encompass this framework;
the adaption principle, cycling of resources principle, interdependence principle and the succession
principle. The adaption principle entails assessment of the social setting and the individuals’
relationship to it. Toro and Wall (1991) provide an example of homelessness at this adaption
principle level. The adaption principle considers social influences, cultural influences and the
person-environment fit, and understanding behavior as bound by both culture and social contexts.
The cycling of resources principle explains how resources within the community are marketed,
divided, distributed, and utilized. Resources can take the form of personal resources and social
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resources. The interdependence principle focuses on how change in one aspect of a system results
in subsequent changes in another part of a system to maintain equilibrium and balance. For
example, Toro and Wall (1991) explain that the development of a new program for homeless
people, may cause changes to existing programs such as closures or modification. Toro and Wall
(1991) related the interdependence principle to Bronfenbrenner’s mesosystem which involves the
interaction of two or more microsystems. Lastly, the succession principle examines the time
dimension of the ecosystem by acknowledging that all ecosystems are in constant change and long
term as well as short term strategies should be addressed to partake in anticipatory problem solving.
Lastly and most importantly, Toro and Wall (1991) underscore the necessity of collaborative,
reciprocal exchange between the researcher and the ecological context within which they are
embedded. To fully grasp the needs of the system, they suggest the researcher fully immerse
themselves in the community in order to better understand the needs of the community, and
develop interventions that are appropriate and accepted by the community. Known as indigenous
intervention, this concept involves interventions created by researchers embedded in a community
setting that are relevant to the needs of the community (Campbell, Patterson & Fehler-Cabral,
2010).
Several key take home points should be noted after an evaluation of these mutually
reinforcing theories of behavior within an ecological setting. The context for the data collection is
just as important as the data itself. Therefore, it is crucial that the researcher acknowledge and
recognize the often reciprocal bi-directional of the phenomena they wish to study and the setting
within which the phenomena is embedded. Furthermore, Campbell and colleagues (2010) argue
that validity of the intervention cannot be overlooked when assessing intervention effectiveness in
order to minimize the discrepancy between scientific interventions that have no basis in
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community practice needs. Conclusively, ecologically focused interventions may be useful in
addressing the discrepancy between mental health needs and service utilization among the Arab
population. Furthermore, providers that work directly with this population may be able to offer
insight into the needs of the community in order to guide effective and appropriate intervention.
Mental Health Help Seeking Among the Arab Cultural Reference Group
The underutilization of mental health services by the Arab cultural group in North America
is commonly discussed in the literature (Al-Darmaki, 2014; Erickson & Al-Timimi, 2001; Heath,
Vogel & Al-Darmaki, 2016; Melhem & Chemali 2014; Youssef & Deane, 2006;). Several
variables are frequently cited as potential barriers to help seeking such as stigma (Abdullah &
Brown 2011; Jamil et al., 2002) social norms and expectations (Youssef & Dean, 2006) and
upholding family honor within the respective community (Dardas & Simmons, 2015).
Furthermore, consistently negative expectations and beliefs about help seeking may conflict with
‘Westernized standards of care’, wherein there is an expectation among this population that the
clinician is to be more involved in the care, and for recovery to occur without active involvement
on the part of the client (Latzer, 2003; Perihan & Sati, 2012). The implications for these findings
lend itself to the growing debate of psychotherapy as a primarily “Western” phenomenon. Erickson
and Al-Timimi (2001) discuss that cultural expectations, beliefs and stereotypes of mental illness
impact the way Arabs utilize mental health services. Additionally, when mental health treatment
is utilized, somatic complaints are a primary motive for help seeking whereas personal, emotional
and mood complaints are least likely reasons to seek treatment (Dardas & Simmons, 2013;
Erickson and Al-Timimi, 2001; Melhem & Chemali, 2014;). Unfortunately, failure to relate the
physical pain to the underlying mood disturbance the use of standard diagnostic measure such as
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the DSM V and ICD- 10 may not accurately capture presenting symptomology and lead to
misdiagnose (Melhem & Chemali p.9, 2014).
Barriers to help seeking
Social norms. Research on attitudes towards help seeking from the Middle East offers
insight into barriers with providing care to the Arab reference group. In a 2016 study on mental
help-seeking attitudes in college students from the United Arab Emirates, Heath and colleagues
(2016), discussed that avoidance of behaving in undesirable, culturally unacceptable ways (loss of
face) was a barrier to help seeking. Despite the modern nature of the United Arab Emirates in
comparison to other Middle Eastern Countries, the cultural implications of perceived diminished
social desirability, resulted in greater negative attitudes towards counselling. Paradoxically, loss
of face was also associated with positive attitudes towards help seeking as perceptions of loss of
face also prompted individuals to seek counselling to address negative emotions associated with
the latter. The researchers argued that the cultural consequences of experiencing mental health
symptoms may increase the likelihood of seeking help to avoid embarrassment, shame, and stigma.
While loss of face may facilitate help seeking, it appears the overarching belief is the avoidance
of greater social consequences either through engaging in therapy or avoiding it.
In a qualitative study outlining the barriers to help seeking in an Australian, Arab sample,
Youssef and Dean’s (2006) research spoke to the importance of maintaining family honor within
the Arab culture. Respondents in this study reported that upholding family reputation lead to
harboring greater negative, mistrustful attitudes of self-disclosure in psychotherapy (Youssef &
Dean, 2006). Conclusively, behaving in ways that honor and respect the ‘family’ in the Middle
East meant that individuals often delayed seeking help, avoided discussing family problems, and
believed

that

personal

problems

could

be

resolved

amongst

family

(Youssef

22

& Dean, 2006). These findings correlate with similar accounts within the literature on the
perceived utility of psychotherapy within the Arab cultural group (Abdullah & Brown, 2011;
Erickson and Al-Timimi, 2001). Additionally, it is common for Arabs to consider and invest in
family needs ahead of individual needs (Melhem & Chemali, 2014). Providing culturally
competent care means acknowledging the importance of deeply held beliefs about the importance
of family.
Gender norms and stereotypes among the Middle Eastern population have been linked with
greater negative attitudes towards mental illness (Heath et al., 2016). Whereas women are more
likely to harbor positive attitudes towards help seeking, and are more likely to seek help than men
(Al-Krenawi, 2005; Heath et al., 2016), women are more likely to experience shame and stigma
associated with experiencing mental illness and men are least likely to disclose in psychotherapy
(this should be cited too). Additionally, women are expected to conceal mental health difficulties
as disclosing or discussing them could lead to loss of social and family support (Al-Darmaki,
2014). Therefore, cultural expectations about gender appropriate norms for seeking mental health
services poses a potential barrier to perceptions of health seeking.
With a surge of immigrants fleeing war, trauma, and poverty from the Middle East, many
immigrants come to the United States seeking refuge safety and relief from their respective
countries. Unfortunately, resettlement in the United States poses a whole host of difficulties with
regards to acculturation and the impending social, economic, emotional difficulties that arises.
Melhem and Chemali (2014) report immigrants face a plethora of pre-migration and post migration
stresses that intensifies the course of any existing mental illness. In a retrospective study of Iraqi
refugees, mental illness and trauma, Jamil and colleagues (2002) discuss that refugees face
“unique” barriers before and after migration. The authors suggest that stressors include exposure
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to disease, war, poverty, violence, and “post migration” stressors. Post-migration stressors are
related to acculturation, language barriers and economic constraints. Furthermore, Jamil and
colleagues (2002), discuss that as a whole, the Iraqi-Arab subgroup displayed greater “health
related problems” and were more likely to be diagnosed with post-traumatic stress disorder.
However, refugees in this sample consisted mostly of refugees migrating to America after the Gulf
War.
A clear and definite cultural barrier exists in treating Arab Americans with respect to
mental illness. Research on the relationship between attitudes towards help-seeking and mental
health with the Middle Eastern population demonstrates consistent, barriers to effectively
providing treatment. In the Jamil and colleagues (2002) study, much of the retrospective data
collected on the reasons why Arab Americans seek mental health services seemed to center around
health-related complaints, while full and partial remission of symptoms was documented among
the 375 clients attending a treatment clinic that provides services to Arab Americans, most
discontinued services. The authors highlight a crucial note that services provided to this population
need to be culturally sensitive, and consider migration stressors and difficulties from acculturation
that may impact treatment compliance (Jamil et al., 2002).
In a subsequent analysis on problems related to implementing “Westernized standards of
mental health care” in a sample of Moroccan women living in Israel, Latzer (2003) discussed that
although there was a relationship between cultural expectations and mental illness, clients expected
psychiatrists to be more involved in care. Thus, patients appeared to have difficulty adhering to
this standard of medical care and according to Latzer, “the patients expected healing without being
activity involved in the healing itself” (2003). This was especially true for older vs. younger
patients with older patients having greater cultural expectations of the psychiatrist as being “an
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omnipotent healer” (2003). In a Turkish study on mental health seeking behaviors, Perihan and
Sati (2012) found that prior to seeking treatment in an outpatient psychiatric clinic, more than fiftysix percent of the sample utilized “alternative” methods rather than “conventional psychotherapy”.
It is unclear in this sample whether cultural stigma or difficulties with cultural expectations of
seeking mental health services may have been a factor in these clients choosing other forms of
mental health seeking. However, the authors state that the implication of these findings for mental
health care professionals is that patients are less likely to seek professional mental health treatment
(this feels like it should be cited – but not sure which authors you’re referring to. Perihan & Sati?).
Al-Krenawi and Graham (2000) outlined factors to consider when working with Arab
Americans. One important factor is the role of stigma on gender when seeking mental health
treatment. The authors note that stigma is especially evident for females. Females that seek mental
health treatment are at a greater risk of suffering stigma which according to the authors may result
in difficulties securing a marriage partner and result in ‘labelling’ or a negative ‘reputation’ within
the community. Additionally, the authors discuss the importance of the mental health care
practitioner to consider the mediating effects of religion on gender and stigma. Al-Krenawi and
Graham (2000) suggest that in the Islamic religion, it may be off putting to discuss deep intimate
personal secrets about ones’ life with one of the opposite gender. Therefore, woman may not be
able to make direct eye contact with males, shake hands or share deep personal aspects of self with
the male therapist. The authors encourage and strongly suggest that there be gender matching
between client and the therapist.
Conclusively, it appears that applying a Western model of mental illness treatment may be
difficult due to cultural expectations of treatment, biases towards mental illness and the use of
mental health services. Youssef and Deane (2006) discuss that the functionality and usefulness of
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psychotherapy is mostly lost among the Arab population. The authors suggest that client’s may
have difficulties disclosing personal information and may rely on religious leaders to provide
guidance from mental health concerns. Thus, it appears as though improving service utilization
relies on understanding partly the cultural norms that mediate perceptions of help seeking in
conjunction with the association of physical symptoms to mental health symptoms.
Stigma. The effects of stigma on mental illness appears to be moderated by culture
(Abdullah & Brown 2011; Corrigan, 2004; Gearing et al., 2015). Cultural beliefs about mental
health recovery suggests barriers to help seeking, and barriers to treatment adherence (Corrigan,
2004). Abdullah and Brown (2011) state that cultural variables should be considered when
examining beliefs about mental illness stigma. Differences between and within the various ethnic
groups is often predictive of help seeking behaviors (Abdullah & Brown, 2011). Conclusively, the
impact of stigma on help seeking tends to be larger in ethnic minorities in relation to Caucasians
(Corrigan, 2004). Among the Middle Eastern population, cultural importance is placed on
attributes related to family honor, hospitability and concealing emotions. Behaving in ways that
honor these values are viewed favorably and individuals will often avoid help seeking to uphold
family honor and avoid stigma associated with mental illness.
A sentiment echoed throughout the literature on help seeking behaviors of Arab Americans
underscores the role of stigma as a barrier to treatment. The deleterious effects of stigma from
mental illness is documented in the work of Patrick Corrigan (2004). Corrigan writes that the
stigma from mental illness interferes with help seeking and treatment adherence. Furthermore,
individuals will often avoid, discontinue, or fail to comply altogether with treatment to minimize
the social and emotional harm that accompanies stigma. Corrigan (2004) differentiates between
self-stigma “what members of a stigmatized group do to themselves”, and public stigma “what a
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naïve public does to a group when they endorse the prejudices about that group”. Corrigan (2004)
explains that self-efficacy and self-esteem are impaired with self-stigma with the result being
shame. Thus, to preserve self-esteem, self-efficacy and avoid shame, mental health treatment is
often discontinued. Therefore, help seeking intentions are likely to decrease with increased
perceptions of self-stigma, and treatment avoidance and discontinuation is similarly likely to be
motivated by public stigma. The implications of Corrigan’s research for mental health
professionals underscores the importance of effective treatment and intervention programs that can
increase help seeking and treatment adherence while addressing the social and psychological
impacts of stigma.
Cultural and ethnic variables further complicate the association between help seeking
avoidance and stigma. Ethnic background has been shown to moderate the relationship between
the latter (Abdullah & Brown 2011; Corrigan 2004; Dalky, 2012; Jamil et al., 2002; Narrow,
Regier & Norquist, 2000). Corrigan (2004) discusses that ethnic and racial minorities are more
likely to seek alternative forms of help seeking in comparison to Caucasians. Additionally,
Caucasians were more likely to seek treatment than African Americans or Hispanic counter parts.
Similarly, the research among Arabs, stigma and help seeking shows a similar tend to that of nonwhite ethnic minorities with a greater avoidance of help seeking (Kira, Lewandowski, Chiodo &
Ibrahim, 2014), avoidance of the social and cultural ramifications of being labelled as mentally ill
(Heath, Vogel & Al- Darmaki, 2016), and overall unfavorable attitudes towards counselling and
disclosure of personal/individual problems (Dalky, 2012; Youssef & Dean, 2006).
The concepts of self-stigma and public stigma (Corrigan, 2004) were used to address
perceptions of mental health seeking in a sample from the Middle Eastern country of Jordan
(Gearing et al., 2015). The interviewers utilized vignettes depicting an adolescent managing
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depression across four separate conditions; gender of the adolescent and whether mental health
treatment was pursued. A series of follow up questions relating to stigma were used to address
perceptions of stigma in relation to the vignette. Results of this study suggest that gender of the
adolescent was correlated to stigma. Being female was correlated with greater perceptions of selfstigma, whereas being male was correlated with increased perception of negative public and social
consequences of mental illness. The authors suggest that treatment targeted towards Arabs should
work on addressing the negative public perceptions, isolation, and rejection of women with mental
health problems. Conclusively, females appear to be particularly vulnerable to the stigma of
mental illness which may pose as a barrier to treatment (Gearing et al., 2015).
Kira and colleagues (2014) propose that stigma, specifically the internalized stigma of
mental illness, mediates the relationships to what the authors term type III traumas. This
framework suggests that discrimination from mental illness, or as Corrigan (2004) termed “public
stigma”, differs from type I trauma (single traumatic event) and type II trauma (single sequence of
events e.g. sexual trauma) in that they are enduring, pervasive, cumulative, with negative effects
that persist throughout the lifespan which the authors concluded are part of a development-based
trauma framework (DBTF). Identity traumas influence social roles/norms, personal and perceived
physical norms. Additionally, the authors discuss that public or identity stigmas tend to be
internalized resulting in greater beliefs about stereotype threats (Kira et al., 2014).
In their sample of n= 399 Arab American and refugee clients from a community based
mental health center participated in the study. Kira and colleagues (2014), found that internalized
stigma mediated the negative effect of trauma on mental health, alternatively, resisting public
stigma has positive effects on mental health outcomes. Several recommendations were made by
the authors including the importance of interventions focused on strengthen trauma resistant
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beliefs, and acknowledging and addressing the ongoing effects of internalized stigma from mental
illness. Conclusively, longitudinal research design would be better suited to address the effects of
this proposed model across the life span.
Information on the social norms and impact on family shame with regards to mental health
stigma is documented within the literatures, however, in comparison with cross-cultural research
on the effects of stigma on family members, very little research is available on the subject matter
from the Arab world. In a study on Moroccan families and perceived stigma in relation to family
members, Kadri, Manoudi, Berrada and Moussaoui (2004) assessed the attitudes of n=100 family
members of individuals with schizophrenia. Conclusions from the Kadri and colleagues (2004),
study show that many relatives reported a decrease in quality of life and greater psychological
symptoms. Additionally, females in comparison to male relatives were viewed as having greater
social consequence for experiencing mental illness including rejection, and mental illness was
viewed as a barrier to marriage. Thus, families were more likely to conceal the mental illness of a
female relative due to these consequences. Increased burden of care on families was a cause for
stress and was related to negative mental health symptoms such as depression and decreased
coping (Kadri et al., 2004).
Studies from the Middle East commonly address stigma of associating with a mentally ill
family member (Dalky, 2012; Dardas & Simmons, 2015, Gearing et al., 2014). In a Kuwait sample
of n=121 family members of Arabs with Schizophrenia, Zahid and Ohaeri (2010) found that care
giver burden was often associated with the caregiver having lower educational status, the family
member being female and that disruptive symptoms were often associated with greater perceived
burden by the family member. Of importance to this study was that frequency of contact with the
family member was not predictive of increased burden. The authors speculate norms within this
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country mean that families are often large, with many generations of family living in the same
home. Therefore, family support is indicated and readily available (Zahid & Ohaeri, 2010).
Stigma, perceived social norms and gender variables are considered as some of the more
prominent variables interfering with help seeking behaviors. Cultural expectations of care, and
overall little insight into the function of mental illness tends to be expressed in greater somatization
of symptoms. When working with this population in a clinical setting it becomes even more
important to be cognizant of the array of social, physical, and cognitive factors that may interfere
with treatment delivery. Unfortunately, while literature on the barriers of treatment is plentiful,
successful health care practices is often under studied and not properly understood due to the
barriers.
Facilitators of Treatment
Multicultural competence. Research investigating the underutilization of mental health
services within the Arab cultural group and ethnic minorities collectively, offers a disparaging
analysis of the cultural and social barriers linked with help seeking. Fortunately, awareness of
these barriers has resulted in systemic changes to treatment programs and psychological practice.
Multiculturalism and providing culturally competent interventions is widely acknowledged within
the literature as beneficial for therapy and mental health outcomes (Bruner, Davey & Waite, 2011;
Chu, Leino, Pflum & Sue, 2016; Siren-Rogers, 2015; Sue et al., 2009;). Sue and colleagues (2009)
offer several definitions of cultural competencies among them, they acknowledge that
multicultural competence extends beyond basic empathy or understanding of cultural differences.
Cultural competency, is a match between the client’s internal realities, cultural background, beliefs
and attitudes, and the ability of the therapist to provide culturally sensitive and appropriate
interventions. Alternate definitions, including, process models of cultural competency, discuss the
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interactions between the person, the treatment, and the clinician (Chu et al., 2016). Currently, the
tripartite model, is the most widely used model of cultural competency and makes up the
theoretical frame work for the American Psychological Association’s Multicultural guidelines
(APA, 2003; Chu et al., 2016).
Originally developed by Sue, Arrendondo and McDavis (1992), the tripartite model offers
an organizational framework highlighting the important skills, knowledge, and beliefs of a
culturally competent counselor. The authors discuss that a multiculturally competent counselor
possesses three key characteristics: a) awareness of personal biases/beliefs/attitudes, b) insight into
the views, beliefs, attitudes of the client c) skills and intervention strategies that are relevant, and
address the clients’ needs. Sue and colleagues (1992) offer recommendations for service delivery
to the multiculturally competent therapist among them, the authors stress the importance of
continued education and training experiences to enhance their understanding of how to work with
culturally diverse populations, understanding the limits of competence and when and where to seek
supervision, and stress adequately addressing both the verbal and nonverbal messages and nuances
that are culture bound.
Multicultural Guidelines of the American Psychological Association
The evolving cultural mosaic of the United States prompted the American Psychological
Association (APA) to develop a task force on the implementation of Multicultural guidelines
(APA, 2008). This lead to mandates from the APA to include cultural competence in accredited
training programs (as stated in the Siren-Rogers, 2015; Sue et al., 2009). According to the task
force, “the guidelines are based on the core assumptions of multiculturalism that call for viewing
the individual holistically and within social, cultural, and historical contexts” (APA 2012). The
guidelines discuss that psychologists should primarily recognize that they hold beliefs that are
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different from cultures that are racially and ethnically different from their own, and strive to
educate themselves on the historical and cultural beliefs that differ from their own. Conclusively,
culturally competent psychological interventions are necessary for effective and efficacious
treatment outcomes and results in greater, positive outcomes and lower dropout rates when
addressed in treatment programs (Siren-Rogers, 2015).
The task force makes the following recommendation for providing multicultural care:
•

Guideline 1: Psychologists are encouraged to recognize that, as cultural beings,
they may hold attitudes and beliefs that can detrimentally influence their
perceptions of and interactions with individuals who are ethnically and racially
different from themselves.

•

Guideline 2:

Psychologists are encouraged to recognize the importance of

multicultural sensitivity/responsiveness to, knowledge of, and understanding about
ethnically and racially different individuals.
•

Guideline 3: As educators, psychologists are encouraged to employ the constructs
of multiculturalism and diversity in psychological education.

•

Guideline 4: Culturally sensitive psychological research are encouraged to
recognize the importance of

conducting,

culture-centered and

ethical

psychological research among persons from ethnic, linguistic and racial minority
backgrounds.
•

Guideline 5: Psychologists are encouraged to apply culturally appropriate skills in
clinical and other applied psychological practices.
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•

Guideline 6: Psychologists are encouraged to use organizational change processes
to support culturally informed organizational (policy) development and practices
(APA, 2012).

In conclusion, establishment of the multicultural guidelines, emphasizes the importance of
social, cultural, and individual differences across research, training, education and psychological
intervention. Additionally, culturally competent therapists have positive effects on retention rates
and outcome measures in the Arab reference group (Siren-Rogers et al, 2015) lending support to
the importance of culturally competent interventions.
Empirical Support for Cultural Competence
Research on cultural competence addresses the importance of client perceptions on mental
health outcome. Benish, Quintana and Wamplod (2011) discuss that cultural concerns often
contribute to client distress, and the culturally competent therapist adjusts psychotherapy to
address the cultural concerns of the client. Early research by Atkinson and Abreu (1992) found
that, among Mexican college students enrolled in psychotherapy, perceptions of counsellors’
cultural sensitivity resulted in increased ratings of cultural competence. Siren-Rogers and
colleagues (2015) utilized a semi structured interview to assess perceptions of cultural competence
and incompetence in Immigrant university students enrolled in psychotherapy. Lack of clarity
about the therapy process, perceptions of disapproval, and viewing cultural problems as
problematic were among the themes expressed by participants of incompetency exhibited by the
therapist. In contrast, therapists’ demonstrating interest into the client’s culture, acknowledging
the impact of culture on the presetting problem, empathy, and patience, were reported attributes of
culturally competent therapists. Results from this study suggest that covert, perceived
microaggressions, intentional or otherwise, impacted clients’ perceptions’, demonstrating the
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importance of multicultural training and awareness for professionals working with diverse
populations (Siren-Rogers et al., 2015).
In a study assessing perception cultural competence in children’s mental health providers,
Keyser, Gamst, Meyers, Der-Karabetian and Morrow (2014) found that perceptions of therapists’
cultural competence resulted in positive therapy outcomes. Similarly, in a subsequent article by
Chao, Steffen and Heiby (2012) ethnic matching between therapist and client predicted stronger
working alliance between therapist and was positively related to recovery outcomes. Additionally,
it is worth noting that clients’ perceptions of being ethnically matched with their therapist, in
contrast, to had the strongest predictor on outcome. Speculatively, beliefs about the clinicians’
cultural competence may be just as importance as the actual characteristics of the therapist.
A meta-analytic review on cultural competence and psychotherapy (Griner & Smith, 2006)
found that overall, interventions that were culturally appropriate, and matched the cultural needs
of the client, were associated with improved outcome measures in psychotherapy. A subsequent
meta-analysis (Cabral & Smith, 2011) on therapist’s characteristics found that overall, client’s
preferred therapists’ who shared cultural characteristics, however, cultural matching was unrelated
to outcome measures of psychotherapy. Conclusively, it appears that interventions that are
culturally relevant, appears to have a greater association to outcome measures. Additionally,
appears as though the ethnic and cultural characteristics of the therapist may be what initially
encourage or promote clients to engage in the process of psychotherapy, specifically in those
populations with a greater likelihood to underuse mental health services. Taken together, results
on cultural competency addresses the importance of therapists’ characteristics, regardless of ethnic
variables that facilitate outcome measures. Therapists’ that expressed empathy, sensitivity and
acknowledgement of the multicultural issues experienced by the clients’ in addition with cultural
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insight and understanding of the cultural traditions and expectations, resulted in improvements to
therapy outcome overall (Cabral & Smith, 2011).
Recovery competency. As previously discussed, the concept of recovery arose from
growing social and political dissatisfaction with mental health care coupled with and empirically
driven data supporting the construct of recovery. A recovery approach to treatment symbolizes a
message of hope and empowerment for the consumer, encourages consumer collaboration in the
treatment process, and moves beyond basic symptom management common to the medical model
(Andresen, Oades & Caputi, 2003; Bellack, 2006; Davidson et al., 2005; Mead & Copeland, 2000).
Additionally, recovery promotes the use of peer and family support networks which have
beneficial impacts on self-esteem and self-efficacy (Berkman, 2000; Horowitz et al., 1996;
Pernice-Duca, 2010). Provider expectations for recovery are equally important for consumer
outcomes and changing expectations can lead to more positive, recovery facilitating behaviors.
(Salyers, Brennan, & Kean, 2013).
Competent therapeutic practices that incorporate a recovery-oriented model of care are
critical to psychotherapy outcomes (Deegan, 2007; Russinova, Rogers, Ellison & Lyass, 2011).
Research demonstrates that the therapeutic alliance has positive psychotherapy treatment
outcomes, results in improvements to global functioning, and correlates to a reduction in
distressing symptomology (Byrd, Patterson & Torchia, 2011; Makeline & Shaver, 2012; Norcross,
2002; Russinova et al., 2011). The recovery ‘minded’, and ‘competent’ therapist facilitates, and
assists’ clients’ in their recovery journey (Anthony, 1990). Recovery competency defines the skills
psychotherapists possess that facilitate and promote a recovery oriented model of care (Chen,
2013). These competencies are drawn from recovery frameworks, addressing both broad and
specific skills professionals should possess.
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The Connecticut Department of Mental Health and Addiction Services (DMHAS), was
one of the first states to apply the New Freedom commission’s recommendations for recovery
(Chen, 2013; Davidson et al., 2007). The DMHAS facilitated a complete overhaul of existing
mental health care practice in the state of Connecticut and implemented new guidelines for services
provides driven by recovery. This new model of recovery oriented care was formulated by
extensive input from consumers, peer supports, families and in collaboration with mental health
care providers. Six domains of recovery competencies were recommended. The domains
guidelines for recovery-oriented care are as follows: a) consumer and family driven; b) timely and
responsive; c) person-centered; d) effective equitable and efficient; e) safe and trustworthy; and f)
maximizing use of natural supports and settings; (Chen, 2013). From these values emerged
components of recovery driven care such as, overcoming stigma, managing symptoms, support
from providers and social networks, offering empowerment and hope to consumers. These
components in turn, were used to formulate recovery driven practices (Davidson et al., 2005).
Davidson and colleagues (2007) concluded that recovery in and of itself does not refer to specific
intervention practices, but rather how consumers choose to manage their illness, and how service
providers assist with this process. Additionally, the authors stress that in order to effectively
implement a recovery-oriented care model, that recovery promoting services must be the
overarching goal of all services, rather than add-ons to existing service models (Davidson et al.,
2007).
Chen (2013) explored the recovery competencies required for working with patients in an
in-patient, psychiatric hospital setting. A competency framework, constructed from face to face
semi structured interviews of consumers in an inpatient psychiatric setting, family members,
community mental health providers, support staff and educators encouraging recovery, was
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established.

Through data compiled in this study, the authors identified eight recovery

competencies necessary for work in an in-patient setting; they include the following: 1) reducing
environmental tensions by engaging with patients in a manner which allows them to feel safe and
nurtured; 2) reducing personal level tensions through allowing patients to equip themselves with
knowledge and skills to manage recovery 3) reducing provider level tensions through gaining
increased knowledge and awareness of the concept of recovery and recovery processes; 4) setting
goals, planning with patients and providing individually tailored care; 5) engaging patients in
decision making; 6) fostering hope, empowerment, meaningful life and personal growth; 7)
promoting recovery and advocacy; and 8) providing transitional services through connecting
patients and families with community resources. In sum, Chen (2013) highlighted the importance
of education and training programs that promote a recovery vision of care. Additionally, Chen
(2013) argued that while establishing a set of competencies addresses the provider practices which
promote recovery, these competencies fail to address broader, organizational level changes that
should be considered for successful application of a recovery model of care.
Russinova and colleagues (2011) assessed recovery competencies from perspectives of
clients and clinicians in a national sample. The authors defined competencies as a “set of
practitioners’ capabilities that represent an amalgam of knowledge, skills and personal
characteristics that facilitate recovery” (Russinova et al., 2011). Data was collected from a sample
of consumers, peer-support providers, and providers. Consumers and providers listed displaying
genuine respect for the client as the most important competency. An average rank across the three
groups of the top ten competencies were: helping clients develop skills to manage conditions;
seeing clients as persons apart from their diagnosis; helping clients accept and value themselves;
listening to the clients without judgement; and believing in client’s potential for recovery.
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Consumers rated relational qualities of the therapist (caring, trusting, understanding and
nonjudgement), and acknowledgement of the client beyond their illness (respect, nonjudgement)
as demonstrating competency (Russinova et al., 2011). From the perspective of consumers and
providers, many of the competencies listed underscore the importance of the therapeutic alliance
between the consumer and the clinician. The authors conclude that recovery competencies appear
to be universal traits/characteristics that are generalizable across different treatment conditions,
while still acknowledging the personal preferences of the client (Russinova et al., 2011).
The role of the service providing in fostering recovery attitudes, empowering clients’ and
inspiring hope is beneficial overall for client outcomes (Chen, 2013; Norcross, 2002; Russinova
et al., 2011). Furthermore, the concept of recovery competency holds cross-cultural validity in
studies of non-western, and immigrant populations. In a Japanese sample assessing attitudes
towards recovery. Chiba and colleagues (2016) found that responses on the Recovery Attitudes
Questionnaire (RAQ) presented with factorial, concurrent validity, and internal consistency
reliability with Western samples on the same measure demonstrating this cross-cultural
applicability of the recovery concept.
Conclusively, a review of the literature highlights that characteristics of the provider,
expectations and beliefs about culture and recovery expectations in association with consumer
cultural characteristics provide an interesting combination of factors that influence treatment. If
the goal is to improve service delivery, provide competent, evidenced based care, and help clients
achieve recovery, then this presents with a challenge to the mental health care professional.
Evidence within the literature addressing reasons for underutilization of mental health care
services among the Arab cultural group describe barriers that influence this trend. However, given
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the mental health needs of this population, little information exists about ways to address these
barriers.
The present study attempts to identify ways in which the mental health therapist, identifies
the barriers and facilitators are to treatment. A unique contribution of the present study is that it
gathers information from a sample of individuals who can offer insight into providing mental
health services within a community health care setting. In addition, information will be gathered
from practitioners that work exclusively with the Middle Eastern population. The overarching goal
is to obtain insight into how treatment with this population is provided given the cultural
considerations and expectations the clients may have with respect to the available resources the
therapist may has to effectively engage the client in treatment. Most importantly, it is through the
therapists’ narrative of their contrasting positive and negative experiences that we can begin to
identify the problems, and solutions within the current mental health framework for providing care.
Lastly, research in the field of help seeking and psychotherapy suggests that psychotherapy is a
predominately ‘Eurocentric’ treatment which may not always connect with culturally held beliefs
about help seeking and mental health care. However, the staff who understand the cultural nuances,
beliefs and expectations are critical if current treatment programs are to overcome underutilization
of services among Arab-American consumers.
Research Questions
To assess the barriers and facilitators of working with the Middle Eastern population in the
domain of psychotherapy, the following research questions will be explored:
1. What are the perceived barriers and perceived facilitators of providing therapy to
consumers who identify with the Arab-American cultural ethnic reference group?
2. What practice strategies are therapists that identify with the Arab-American cultural ethnic
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reference group utilizing to meet the clinical needs of their clients?
3. What are therapists’ beliefs about recovery from mental illness?
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CHAPTER 3 METHODOLOGY
Purpose of the Study
The purpose of this study was to examine what mental health therapists perceive as barriers
and facilitators of working with Arab Americans in a treatment capacity. The research question
was: What are the barriers and facilitators to providing psychotherapy to Arab Americans in an
outpatient setting, and what role, if any do therapists’ play as facilitators or barriers to seeking
treatment. The null hypothesis was that therapists’ do not perceive any barriers or facilitators to
treatment.
Qualitative Research Approach
This research study employed a qualitative design approach to address the research
questions. It was assumed that information gathered in this study would be used to inform the
research about providing mental health services to the Arab cultural group. Information obtained
in this research was anticipated to be useful regarding formulating and aiding future interventions
aimed at targeting treatment intervention and evidence-based practices which can better facilitate
mental health recovery for this specific population.
Joseph A. Maxwell (2013), a pioneer in qualitative analysis, argues that the importance of
a qualitative approach lies in the inductive and flexible nature of the research design process.
Maxwell suggests that perceptions, beliefs, and ideas of the population under investigation operate
in a reciprocal influence on their environment, facilitating the phenomena under investigation
(Maxwell, 2013). Furthermore, qualitative research allows the researcher to join in on the research
process at every stage of the research allowing for active construction and reconstruction of the
design throughout the data collection process. This can be done through the process of note taking
and memoing during the data gather process. Maxwell (2013) posits a qualitative approach permits
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for greater inquiry into by allowing the researcher to gain a better understanding of the social and
cultural contexts within which the phenomena in question occurs. Additionally, Maxwell (2013)
highlights the importance of taking a “realist approach to the qualitative research process” whereby
the goal of data collection is to provide a richer, deeper understanding of the phenomena in
question through exploration rather than confirmation of pre-existing theory or hypothesis of the
phenomena in question.
Insufficient data in the psychological literature exists on the unique barriers and facilitators
faced by mental health therapists working directly with the Arab reference group. As previously
noted, many immigrants have complex, mental health needs that are often exacerbated by
acculturation and adjustment to the United States (Abdullah & Brown, 2011; Erickson and AlTimimi, 2001). Given the myriad of factors underlying service utilization, a qualitative research
design is appropriate to explore the proposed research questions because it allows for discovery,
exploration, and theoretical formulation to gain a deeper understanding of the phenomena under
review.
The present study used the qualitative method of grounded theory to guide the data
collection and analyses process which was originally formulated in the 1960’s through work of
Barney Glaser and Aselm Strauss. Grounded theory involves identifying categories of meaning
from data to establish relationships between them. This is achieved using a constant comparative
method, where similarities and differences between data is established and data is coded into
smaller units of meaning (Corbin & Strauss, 1990). In grounded theory, the data collection and
analysis process are ongoing, which makes it ‘grounded’ in the setting or context under
investigation. Marshall and Rossman (1999) articulate that grounded theory relies on the
participants perceptions of the phenomena in question and allows for a dynamic and interactive
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experience between the researcher and the participant. Additionally, grounded theory does not rely
on a-priori data because the progressive identification of categories and the relationships between
and among them, facilitates the emergence of theory development.
Procedure
In accordance with a qualitative approach to research, the present study gathered data from
a sample specifically selected to address the proposed research questions. Therefore, neither
random selection nor random assignment will be adopted into sampling and recruitment strategies.
In contrast, a method known as ‘purposeful selection’ whereby the individuals selected to partake
in this study are deliberately selected to provide insight into the research questions under
investigation (Maxwell, p. 97, 2013). In contrast to quantitative methods of sampling, selection of
participants is purposeful to gather information that could otherwise not be properly addressed
from a representative sample of all psychotherapists. Additionally, purposeful selection allows for
the acquisition of data from experts with firsthand knowledge and experience of the phenomena
under review, allowing for distinctions that cannot otherwise be obtained from a homogeneous,
representative sample.
Ethical approval was obtained from Wayne State University’s Institutional Review Board.
Written permission for recruitment was obtained the director of Behavioral Health of a community
mental health agency in Southwest Detroit providing mental health services to consumers
identifying with the Arab, Arab-American, and Chaldean cultural and ethnic reference groups.
Purposive sampling was used in this study to recruit professional staff from the community mental
health agency. Participants were recruited through advertisements in the various offices,
comprising a behavioral health division of the community mental health clinic. Individuals who
consented to the interview by responding to the advertisements, were invited to attend a face to
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face interview, audio recorded interviews at the agency either before, during or after working
hours. The interviews lasted approximately 60 to 90 minutes and participants were informed that
the audio recording will be employed for transcribing content obtained in the interview. Informed
consent was provided to the participants prior to the interview session outlining the purpose of the
proposed study and the rights of the participants. To ensure privacy and confidentiality of
participant information was upheld, names were excluded from transcripts and demographic
information during the data collection process. Participants were identified by an arbitrary
interview number (e.g. participant 01, participant, 02) to further uphold confidentiality.
Participants
Participants in this study consisted of 11 psychotherapists who self identify with the Arab
American cultural/ethnic reference group and who reported providing direct psychological
services to consumers who identify with the Arabic cultural reference group. Psychotherapists
were recruited from an accredited community mental health agency with several locations in the
Metro-Detroit Area. To ensure that sampling was purposeful, recruitment was limited to master’s
and doctoral level licensed mental health therapists providing direct psychotherapy to Arabic
speaking clients. As previously stated, cultural competency of the therapist as perceived by the
client was one of the best predictors for recovery. The assumption was that matching in terms of
culture and language would allow for a more in depth understanding of the social norms/roles and
expectations underlying the therapists’ perceptions of the barriers and facilitators of providing
treatment.
Demographic information was imbedded into the face to face semi structured interview
(see table #1). All participants were registered through their state board of licensing as either
a licensed counselor, psychologist, or social worker. Psychology was the most frequently cited
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licensure (n=5) type among clinicians (45%), with the remaining participants identifying their
licensure type as either social work (n=3) or counseling (n=3) (see table #2). Participants
ranged in age from 25-44 years old (M=32.2) and all (n=11) participants identified as female.
All participants identified as Middle Eastern/Arab American descent. The participanting
therapists interviewed in this community sample were comprised of American born, second
generation, and first-generation immigrants (see table #1) with the majority of participants
being born in a country outside of the United States (n=7) and only four participants being born
in the United States; (n=5) identified Lebanon as their country of origin, followed by Iraq (n=2)
Palestine (n=1) Yemen (n=1) and Morocco (n=1). All participants (n=11) were bi-lingual
(Arabic and English) and two participants (n=2) were tri-lingual (Arabic, Chaldean, and
English).
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Table 1
Demographic Characteristics of Participants
(N=11)
Participant Gender Age Birth Country Country of
Age first
Languages
Origin
came to USA Spoken
___________________________________________________________________________
01

F

34

Morocco

Morocco

12y

Arabic/Eng

02

F

33

Lebanon

Lebanon

9y

Arabic/Eng

03

F

27

Iraq

Iraq

14y Arabic/Eng/Chal

04

F

27

U.S.A

Lebanon

n/a

Arabic/Eng

05

F

38

Lebanon

Lebanon

4y

Arabic/Eng

06

F

30

U.S.A

Lebanon

n/a

Arabic/Eng

07

F

31

U.S.A

Lebanon

n/a

Arabic/Eng

08

F

33

Palestine

Palestine

9mons

Arabic/Eng

09

F

44

Lebanon

Lebanon

10y

Arabic/Eng

10

F

25

Italy

Iraq

6mons

Arabic/Eng/Chal

11

F

32

Yemen

n/a

Arabic/English

U.S.A

___________________________________________________________________________
Note. Eng = English, Chal= Chaldean, y= years, mons=months
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Table 2
Job Characteristics of Participants
(N=11)
_______________________________________________________________________
Participant
Discipline
Licensure Type
Years of Practice
Job Title
_______________________________________________________________________
01
Social Work LMSW
8
Clinician/Supervisor
02

Counseling

LPC

5

Clinician/Supervisor

03

Social Work

LLMSW

3.5

Clinician

04

Psychology

TLLP

6mons

Clinician

05

Psychology

LLP

7

Clinician/Supervisor

06

Psychology

LLP

4

Clinician/Case manager

07

Psychology

LLP

4.5

Clinician/Case manager

08

Counseling

LLPC

2.5

Clinician

09

Psychology

LLP

16

Clinician

10

Counseling

LLPC

2

Clinician

11

Social Work

LLMSW

1.5

Clinician

______________________________________________________________________________
Note. Licensure type is granted through the regulatory board in the state of practice
LMSW= Licensed Master Social Worker; LPC = Licensed Professional Counselor; TLLP =
Temporary Limited Licensed Psychologist; LLP= Limited Licensed Psychologist; LLPC =
Limited Licensed Professional Counselor; LLMSW= Limited Licensed Master Social
Worker

Ethical Considerations
Participants were informed at the outset of the study of their rights to drop out of the study
at any time they wish. Additionally, it was discussed with participants in the written consent, that
their employer would not have access to potentially identifying information including raw data,
audio recordings, or demographic information that could link participants to data. Furthermore,
participants were informed that there are no negative impacts declining to participate and that
participation is optional. Participation in the study would not result in benefits accrued from their
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employer such as change in pay, and participation was solely for contributing to research on the
subject matter. A subsequent limitation of asking employees to report on perceived work-related
barriers are perceived ramifications of participating in the study. Confidentiality and anonymity
were guaranteed to the full extent of the law. Lastly, because data was gathered on site, avoiding,
or limiting perceived feeling of coercion to partake in the study was accounted for by establishing
complete anonymity and the voluntary nature of the study. Because participants were interviewed
within their place of employment, it was the responsibility of the researcher to ensure that the
interview room used on site were held in private offices used by therapists to conduct
psychotherapy. The goal of this was to uphold the same privacy and confidentiality measures
employed by therapists in psychotherapy when working face to face with clients.
Interview Protocol
In-depth, semi-structured interviews were developed for this study and administered to
study participants. The interview questions were developed to reflect variables commonly cited
in the literature as key factors that either promote or deter help seeking among consumers who
identify with Middle Eastern ethnic/cultural reference groups. Interviews explored the following:
facilitators of providing/promoting care (cultural competency, recovery competency) and barriers
to treatment (stigma, social norms) and psychological tools/assessments/interventions approaches
to therapeutic work. The interview protocol was pilot tested to ensure questions were clear and if
additional probes were necessary to ensure clarity and further elaboration of responses. The
following sections outline specific domains included in the interview protocol.
Cultural competency. Perceptions of therapeutic cultural competency was assessed
through five open ended questions assessing cultural competency. Formulation of questions
assessing multicultural competency was grounded in Sue, Arrendondo and McDavis’ (1992)
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tripartite model, which subsequently, is the basis for the American Psychological associations
multicultural guidelines. Originally developed by Sue, Arrendondo and McDavis (1992), the
tripartite model offers an organizational framework highlighting the important skills, knowledge,
and beliefs of a culturally competent counselor. The authors discuss that a multiculturally
competent counselor possesses three key characteristics: a) awareness of personal
biases/beliefs/attitudes; b) insight into the views, beliefs, attitudes of the client; and c) skills and
intervention strategies that are relevant, and address the clients’ needs. Examples of items
assessing cultural competency include: “What are the five biggest challenges in serving clients
from an Arab culture or reference group”. And “In your opinion, would mental health treatment
differ for those who identify closely with Arab culture or ‘reference groups.” Examples of sub
questions included “What are some things that you would change to help you in your work with
these clients” and “What are some things that are working for you in serving these client” (see
Appendix C).
Recovery competency. Therapist’s perceptions of recovery, as well as beliefs about
recovery were assessed using five open ended questions. Formulation of open ended questions
assessing recovery beliefs and recovery competency are grounded in literature assessing recovery
attitudes in consumers, mental health professionals and family members (Anthony, 1992; Mead
and Copeland, 2000; SAMHSA, 2000). Commonly cited variables of recovery competent
providers include, provider beliefs that recovery from mental illness can occur in the presence of
psychiatric symptoms, that recovery requires hope, and acknowledgement of the collaboration
between consumes, their families and the mental health provider in the recovery journey.
Several measures assessing recovery for consumers can be found in the mental health
literature. The Recovery Attitudes Questionnaire (RAQ-7) is comprised of 7 questions, developed
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in collaboration with consumers and providers assessing attitudes about recovery from mental
illness (Borkin et al., 1998). The RAQ-7 demonstrates good inter-item reliability of .838 is crosscultural valid when administered with non-Western mental health providers from Japan. The RAQ7 reports good internal consistency and test -retest reliability. The two theoretical factors that
underlie the RAQ-7 are factor 1 = recovery is possible and needs faith, factor 2= recovery is
difficult and differs among people. Items are assessed on a five point likert scale where 5= strongly
agree and 1= strongly disagree. Examples of items under factor 1 included “to recover requires
faith”, and “recovery can occur even if symptoms of mental illness are present”. Additional
questions included “recovery can sometimes have setbacks”, “recovery from mental illness can
occur without help from mental health professionals. Being a statistically sound measure, the
RAQ-7 was used as a reference point when formulating questions in this subsection. In total,
participants were asked two broad questions assessing recovery competency and four subquestions assessing specific topics related to recovery. An example of question covering recovery
competency was “Have you heard of recovery from mental illness? How would you describe it?”
and “do you believe that people can recover from serious mental illness such as schizophrenia or
bipolar disorder?”. Examples of sub-topics included questions such as “What are some barriers to
recovery” and “what are some facilitations of recovery and what might support them”? (see
Appendix C).
Stigma and social norms. The role of stigma among Arab clients’ experiencing mental
health symptoms is thoroughly cited in the literature as a barrier to treatment. Perceived stigma
and the impact of cultural norms and expectations are associated with impairments to mental help
seeking. Stigma as a barrier to treatment was assessed using five open ended questions. In
accordance with Corrigan’s (2004) concept of self-stigma and public stigma, therapists were asked
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questions pertaining to the role, if any, stigma plays on help seeking behaviors of their clients.
Therapists were asked to describe relevant social attitudes and social norms that may hinder help
seeking. Two questions assessing mental health stigma make up this subsection and included the
following “In what ways have you experienced stigma and its’ effects on your clients”, and “In
what ways, does stigma affect a person from an Arab cultural or reference group” (see Appendix
C).
Approach to therapeutic work: Lastly, participants were asked five open ended questions
related to their approach to therapeutic work. Melham and Chemali (2014) discuss that a barrier
to providing culturally relevant interventions with the Arab reference group lies in mismatch
between client beliefs about the utility of psychotherapy, and the lack of available, culturally
relevant, tools and interventions. Availability of tools and interventions will be explored in three
open ended questions assessing the topic. Examples of questions assessing the therapists’ approach
to therapeutic work included items such as “How do you describe your theoretical orientation or
your preferred approach in working with all clients”, and “what do you need to sufficiently meet
the needs of your clients? Do you believe you have these resources or skills to currently do that?
Why or Why not” (see Appendix C)
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CHAPTER 4 FINDINGS
The purpose of this study was to investigate the perceived barriers and facilitators of providing
mental health services to clients/consumers identifying with Middle Eastern/Arabic cultural/ethnic
reference groups from the perspective of the mental health therapist. The overarching goal was to
investigate the extent to which therapists who provide services to this cultural/ethnic reference
groups perceive their available resources to effectively engage the client in treatment. The study
examined three specific research questions. Responses were audio recorded, transcribed and
coded. Coding transcripts involved reading through them multiple times, creating three levels of
themes and then then organizing the themes into larger categories. Participants were added to the
study until theoretical saturation was obtained. Data analyses was conducted using the grounded
theory method known as constant comparison analysis (Strauss & Corbin 1998). Recurring themes
of pertaining to barriers, facilitators, therapeutic processes, and recovery beliefs were analyzed
from participant interviews and examined by an expert researcher in the field of qualitative
research and the principle investigator. Themes will be highlighted using participant quotes in the
proceeding section.
Participants: Participants were sampled from a community mental health center
located within Metro- Detroit; one of the largest concentrations of Middle Eastern/Arab and
Chaldean in the United States (about 350,000 Arab-Americans and 150,000 Chaldeans) (Baker
et al., 2003) The community of therapists interviewed were representative of the unique
demographic profile of Middle Eastern/Arab cultural/ethnic reference group resettlement in
this region of the United States. Census data from the Detroit Arab American study, one of
the largest studies conducted of Arab American settlement in the United States (Baker et al.,
2003), trace the origins of immigrants in this community to 4 four geographical regions in the
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Middle East; Lebanon/Syria (37 percent), Iraq (35 percent), Palestine/Jordan (12 percent).
Likewise, the participants interviewed in this community sample of Arab American therapists
were comprised of American born, second generation, and first generation immigrants (see
table #1) with the majority of participants being born in a country outside of the United States
(n=7), and they resemble the population distribution within this community; (n=5) identified
Lebanon as their country of origin, followed by Iraq (n=2) Palestine (n=1) Yemen (n=1) and
Morocco (n=1). All participants (n=11) were bi-lingual (Arabic and English) and two
participants (n=2) are tri-lingual (Arabic, Chaldean, and English).
Trustworthiness of Data
Qualitative research expert Joseph A. Maxwell (2013), discusses the importance of the data
analysis process being embedded in the data collection process. Maxwell suggests that interviews
should be analyzed and transcribed almost immediately after the ‘data’ has been collected as this
will help to inform the design of the study and to make the appropriate modifications if necessary
(p.105). Thus, data analysis for this present study will incorporate reviewing interview transcripts,
memos and observational notes made by the researcher in the form of memoing and note taking.
Data analyses will be conducted using the grounded theory method known as constant comparison
analysis (Strauss & Corbin 1998).
Interviews were conducted in person by the principle investigator and audio recorded for
accuracy. All interviews were then transcribed by the principle investigator and an assistant.
Interviews were then read thoroughly by two independent investigators, including the principle
investigator. Initial themes were generated by each reviewer by each interview question. A list of
first level themes were generated for each question. A second round of transcript reviews were
performed by each reviewer to examine themes by overarching domains: Stigma, recovery, family
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etc. A second level of themes were generated which collapsed first level themes. Reviewers than
exchanged lists of themes and reviewed the transcripts for a third time. A final consensus was
reached that reflected the main themes of the study responses.
Overarching Questions
Three main overarching questions guided this study. Specifically, identifying various
facilitators, challenges of therapists’ serving this cultural reference group, the role of recovery,
family influences, stigma and the treatment processes used. The specific interview questions were
designed to examine these overarching themes and are outlined along with key themes that
emerged through interviews in the proceeding section. Key terms from themes generated will be
highlighted from here on out. One key finding throughout all the interviews was the therapist’s
own cultural or gender identity as significant aspect of identifying barriers and facilitators of
treatment.
Barriers of Treatment
Q1: What are the perceived barriers and perceived facilitators of providing therapy to consumers
who identify with the Arab-American cultural ethnic reference group?
Questions from the semi-structured interview specifically addressing perceived barriers
and facilitators were as follows: Q19: What are the top 5 biggest challenges in serving clients
from Arabic cultural and ethnic backgrounds, and Q20: What are the 5 biggest sources of help
assisting you in your work with these clients (see Appendix C). While these specific questions
were presented to participants to elicit specific responses related to perceptions of the barriers
and facilitators of the therapist’s work, themes of barriers and facilitators began to emerge from
participant responses on alternate questions as well, specifically, questions pertaining to mental
health stigma (Q15-16, see Appendix C) and questions related to therapeutic techniques (Q11
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see Appendix C). Therefore, across these interviews, participant responses reflected facilitators
and challenges to serving this reference groups. Four major themes emerged in these
interviews:
1) Therapists who perceived clients as identifying closely with the Arab cultural
reference group were perceived to underuse mental health services.
2) Therapists perceived gender to play a role in the strength of the therapeutic alliance
between themselves and the client.
3) Therapist perceived family support as mediating specific treatment outcome: i.e.,
low levels of family support for engaging in psychotherapy was perceived as
resulting in poor client outcomes.
4) The community mental health setting was perceived as a contributing factor to
perceived stigma experienced by clients.
Therapist perceived an overwhelming need to provide greater psychoeducation about mental
health causes and treatment to the Arab reference group in this community to help overcome
cultural myths or negative perceptions of mental health providers.
Acculturation: Participants reported that identifying closely with the Arab culture/reference
group was a perceived barrier of using psychotherapy services (n=9). Participants cited factors
related to acculturation stress, and non-acceptance of Western beliefs as prohibiting clients’
from remaining in treatment and predictive of the types of services clients utilized within the
community mental health sector. Acculturation barriers were commonly described as
difficulties with transportation, lower socioeconomic status, and minimal English language
skills. The impact of acculturation on the therapeutic process is highlighted in the following
statements by Participant #1:
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“Serving the Arab population comes with its own challenges and one of them is
poverty. It’s impossible to effectively treat someone as a therapist and they have other
significant basic needs. I can’t really do therapy with someone who’s worried about
food stamps getting cut off”.
Additionally, overidentification with the Arab culture and rejection of Western beliefs and
about mental illness was perceived as a barrier to the therapeutic alliance in general, and
specifically related barriers in rapport building between the client and the therapist. This finding
is expressed in statements from Participant #5 and Participant #8:
“I’ve noticed that clients that I work with have been in the US for longer, who have been
born and raised or have come here at younger ages, and who may be experiencing a bit
more assimilation, although they still are tied to their culture, they still carry those beliefs
and those traditions. they are more inclined to work towards change… sometimes they are
more likely to open up earlier within the therapy process than later, just because they’re
able to build that trust” (Participant #5).
“I think that the younger generation is becoming more Americanized... They are very
open, and they learned how to talk about it (mental illness) as opposed to the older people
who just stay quiet and don’t want to talk but you know that they have things to share”
(Participant #8).
Clients perceived as identifying closely to the Arab cultural group/reference group, were
more likely to be perceived as passive and demonstrating greater resistance to treatment.
Participant #4: A lot of times you get this orientation of victimization and that’s sometimes
difficult to speak to with them, in the sense that it’s tied into seeing things from a different
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perspective…. So, they just kind of feel victimized a lot, and it’s hard for them to see ways
that they’ve contributed.
Participant #5: “Because those that identify very strongly with the traditions are, for lack
of a better word, a little bit harder to break. They may be less likely to make changes, their
ideas or their beliefs are so strongly embedded, that it makes work a lot harder”.
Conclusively, level of acculturation was attributed not only to perceived client selfdisclosure in psychotherapy, but related to secondary, post migration stressors that may limit client
involvement in psychotherapy.
Gender: Male gender was often cited as a barrier to the therapeutic alliance with female
participants noting difficulties providing counselling services with these clients. Frequently cited
barriers included problems with role confusion and non-acceptance of the female therapist as an
expert or authority on mental illness. Participant #8 stated:
“They (men) can be quite challenging, I think that most of them are more receptive to what
I say because I’m a professional, but then again, it’s kind of a catch-22 because I am a
woman.”
Participant #4: “I find that my Arab-American male clients are more guarded, more
defensive in therapy and so you have to kind of tailor to that, you have to be understanding
of that. So, there is a different approach that you have to take and awareness that you have.”
Roll confusion was perceived as transference among male clients towards
female therapists and was related to less self-disclosure in psychotherapy with male clients
specifically. Participant #10 stated:
“I think it’s hard for them (male clients) to separate that I am a professional, not your
daughter, not your cousin, not your niece or something, because I am young. It’s hard for them to
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differentiate that. I’ve never really had a problem with the women, they talk, they’re not afraid to
talk”.
Participant # 1 discussed that transference was observed among male clients as assigning
‘family labels’ to therapist, specifically if the therapists was younger than the male client:
“If a male client says you are like my daughter, I try to explore what that
means…he might feel this way because I am younger than him”.
Participant #7 stated, “I get (described as) “sister” a lot from male clients, it’s almost like
they don’t have a language for who you are to them”.
Although commonalities were found in therapists’ narratives of perceived differences
between Arab male and female clients, one participant (Participant #6) stated that there were “no
differences” between the groups and that the gender of the client did not impact perceptions of the
therapist’s role in psychotherapy.
Family Support: Consistently noted among participants (n=11), was that family support
was perceived to be a barrier and facilitator to mental health treatment. As a barrier to treatment,
family members were perceived as contributing to the emotional distress clients experienced in
seeking mental health treatment. Participant #3 stated:
“…they may not tell their families that they come to therapy, the family might convince
them that they are crazy for getting treatment”.
Perceived criticisms from family members and within interpersonal relationships was cited
as reasons clients from the Arab culture were more inclined to keep treatment a secret.
Participant #6: “I’ve had clients who have been in relationships and can never tell
their partner that they were in therapy, because then the partner would think they
were crazy, they wouldn’t want to be with them”.
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Participant #5: “A lot of clients keep their treatment secret. They don’t share with
others, even sometimes among their family that they’re in treatment, just because
of the stigma attached to the mental health treatment… I have a client who has been
a patient probably 20 years, and only one member of her immediate family knows
that she receives mental health treatment”.
Participant #5 and participant #1 also noted that keeping treatment secret was not just
limited to interpersonal relationships and that clients would sometimes decline communication and
coordination of care with family physicians, a practice routinely applied in the community mental
health setting. This was particularly true among family physicians who were Arabic speaking.
Participant #5: “I have clients, and this has happened many times, clients who refuse to allow
communication with their primary care physician, because they see a primary care physician who

is from the community, or they know maybe the receptionist or the nurses who work at that
primary care physician in the community”.
Additionally, cultural, and social norms regarding upholding family honor and avoidance
of speaking negatively about family problems were perceived as barriers to self-disclosure in
therapy. Participants spoke about the perceived emotional distress female clients experience
caused by cultural norms surrounding discussing family with a professional. (Participant #1):
“…some Arab families believe that your family’s problem should stay within the family
and revealing them to a therapist is you breaking that rule. They feel shame if they say that
I told someone else. Some of the causes, (of mental illness) from what I’ve seen are
infidelity in marriages, domestic violence, substance abuse is a huge one where families
try to cover for each other. (Describing an example of a specific client) …this woman had
fainting spells and severe anxiety and for the two years I was seeing her she never reported
any problems in the home. She would say “everything is good I don’t know why this is
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happening to me”. So, one day, I think I asked a question (about her marriage) and it hit a
nerve with her, and she’s like “well, I don’t know if I should say this because my husband
is revered in the community, but this happened”.
Participant #2: “I think sometimes when it comes to treating female clients from the culture,
they can face a lot of cultural barriers or misogyny. But it’s really important to understand
how the client is and can be liberated in their own way and be able to see the positives of
how their battling those things in their own way and not in the way that you perceive as
liberating or how they should be handling”.
Stigma and the Community: The impact of perceived stigma as a barrier to treatment
was addressed in interview questions 15, 16 and 16a (see Appendix C). All participants (n=11),
reported that perceived stigma of mental illness was a barrier of providing mental health services
to their Arab and non-Arab clients. However, therapists noted some unique cultural differences in
the causes and maintaining influences of stigma with clients from the Arab cultural group. The
community mental health setting itself was reported to be a contributing factor to perceived stigma
clients’ experience with (n=5) therapists’ reporting that the treatment setting itself can promote
and maintain feelings of stigma. Participant #1 discussed that the community of clients’ that seek
treatment is made up individuals who are inter-connected and interrelated. This was reported as a
contributing factor to perceived stigma of seeking mental health treatment. Below are some
comments from participants highlighting this issue within this community:
Participant #2: “We have clients who don’t want to wait out in the waiting room and want
to be hidden kind of in the back, so that’s like a huge very literal example of stigma”.
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Participant #5: “We have individuals who ask for appointments at certain days, during
certain times just to avoid being seen or being around other people from the community
who may see them at the mental health clinic”.
Participant #1: “We work with a small community and sometimes they’re worried that I
(the therapist) might know someone”.
Participant #4: “A lot of Arab clients come in really resistant and sometimes it’s hard for
them to even come in, and it is a challenge for them to seek treatment.”
In addition to residing in a small community of inter-related individuals, the participants
noted that specific to the Arab culture, lack of exposure and education about mental health services
facilitated stigma among their clients’. Specifically, participants noted differences in cultural
norms surrounding medication versus partaking in talk therapy supported by the following
comments by Participant #2:
“Mental health is kind of a new concept in the Arab world. So, it’s new to them here
(Arab clients) but I feel like it’s been normalized in the form of a pill… I find people are
more comfortable in saying that they take psychiatric medication rather than come to
therapy…we believe a little bit more in pill form, the pill is an actual physical solution.
It’s rooted in the belief that medicine is more effective than talk therapy”.
In describing how lack of psychoeducation increases perceived stigma of having a mental
illness and help seeking behaviors, Participant #10 stated:
“Our community is not really educated on “Hey, you have a mental illness, go get help.”
We’re more educated on “If you have the flu, go to the Doctor. If you have a toothache go
to the Dentist. If your eye hurts, go to the eye Doctor.” We’re not big on “Hey, go to the
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psychiatrist for your mental health, you need see a therapist to take care of your mental
health.”
This belief was shared by Participant #7 who expressed that clients are perceived as
resistant to psychotherapy due to lack of information about the perceived usefulness of talk therapy
and the therapists’ role in treatment:
“I am often told (by clients), “how are you going to help me?”. “The doctor will give me
medicine for my sleep problem, for my thinking problem, but how are you going to help
me by talking”.
Therapists’ attributed greater request for medication to insufficient information about
psychotherapy and fears about breaches to confidentiality. This is best summed up in the following
statement by Participant #9 who provides home based parent and child interventions to Arab
families:
“When we (client and therapist) go to DHS (the department of human services) for their
case, or when we go to the primary care physician, they introduce me as their friend. Even
when I go to the school to see their children because the children display negative
behaviors, they always introduce me as their friend. I play along, because of course I need
to keep confidentiality, unless they sign a consent to release information, and I can’t say
I’m their therapist”.
Facilitators of Treatment
Analysis of participants perceived facilitators of providing therapy with the Arab
population was assessed specifically through open -ended question #20 (see Appendix C),
however, examination of facilitators to treatment was not limited to this question and was
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sometimes interwoven in responses to questions pertaining to perceived barriers of treatment.
Therapist resulted in the emergence of three major themes:
1) Family support is a protective factor for mental illness and treatment
compliance.
2) Shared culture between the client and the therapist is a facilitator to treatment
3) The community network can encourage clients to seek treatment
Family Support: The role of the family was viewed as a facilitator when family members
were perceived as supportive, involved in treatment, non-judgmental. All therapists interviewed
(n=11) discussed that the family could reduce or even eliminate clients’ perceptions of stigma and
promote client recovery. Participant #6 discussed that “getting the family on board, even if it’s just
one person” would assist clients with complying with treatment. The contrasting, facilitating role
of family members was described by Participant #5 as a “double-edged sword”, where family
support could empower clients to seek treatment but were perceived as a barrier to recovery if
family roles were not clearly defined.
Participant #5: “the nature, the dynamics of the Arab families – unfortunately, there’s a lot of
enabling that goes on and although that comes from a good place, that comes from a place of
wanting to take care of each other. And in the Arab culture there’s a lot of emphasis on the unity
of the family, and one-person kind of taking care of the next”.

Participant #8 discussed that family acceptance of mental illness, and symptoms can
remove barriers to help seeking:
“once the family accepts that these people (have these things, these illnesses then it will be
fine. And then the person with the illness won’t think it’s shameful”.
Participant #1 explored that family support in the Arab culture can be protective for clients
with severe mental illness:
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“Definitely a support system that is present for the Arabic clients is the family and support
that families give each other… In the Arab population at least, it’s rare when someone is
kicked out of the house, they can be the wildest, the family will still make sure they are
sheltered and provided food, sometimes the recovery doesn’t happen immediately, and it
takes years, but eventually we get there, and I think the support system can also help with
the medication compliance”.
The Therapist: Participants in this study cited the therapist as a facilitating and supportive
resource for clients specifically within this community. The facilitating influence of the therapist
on treatment was perceived to be related to sharing the same language and having insight into the
culture. Participant #10 noted that being able to speak the same language assists with treatment
because the context of words is lost in the English translation. Participant #3 discussed that coming
to the United States as a refugee provides her with the insight into the barriers some of her refugee
clients experience with resettlement into this community. Participant #2 discussed that in addition
to speaking Arabic, Arab therapists possess an understanding of the cultural practices and norms,
that a non-Arab therapist may be “shocked by”. Participant #2 also noted that some Arab youth,
face unique mental health issues in incorporating the family focused Arab culture with the
Individualistic Western culture:
“…especially with my youth clients who are dealing with like double identities, as you
know as Arabs and Americans. It’s kind of like “My family is super conservative, but I’m
also westernized” and there’s this clash, like “what am I going to do?... I really try to work
on with my clients and maybe kind of reconciling both of those identities”.
The role of the therapist as the expert on both the Western and Arab culture was reported
to be a facilitator to treatment. Additionally, one therapist noted that speaking Arabic, and sharing
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Arab values, but being from a different country than the community she commonly serves, was
viewed as a facilitating factor because she was perceived as being more trustworthy. Participant
#1 stated:
“One good thing about me is that I am Moroccan, and I don’t live in this city, so they know
(the clients) they’re not going to be running into me at family gatherings or I don’t know a cousin
or a friend that knows them, or a friend of a cousin, so because I’m from a different background,
sometimes people are more comfortable”.
However, one participant discussed that not sharing the same religion as a client, or being
from a different country was perceived as a barrier to treatment if the therapists are perceived
as untrustworthy.
Participant #7: “Trust is a big thing to them (Arab Clients). It will start off with simple
questions like, oh you speak a certain dialect, what country are you from? Then they want to know
from which part, and some countries, like Lebanon for example or Iraq, different religions populate
different villages It’s a very fine line between self-disclosure, and a barrier to the therapeutic
relationship”.
Community Support: As previously noted, the community was perceived as a barrier to
treatment through transmission of false notions about mental health treatment. Paradoxically, the
community was perceived to be a supportive and facilitating factor as well. Participant #4 noted
“I find that the culture really does influence initiating treatment, continuing treatment, accepting
treatment”. Participant #1, in referencing one of her client’s resistance to remaining in treatment
noted that a member of the community warned her against seeking treatment because “…they will
take your kids away”. However, positive messages about mental health treatment, and community
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members informing one another about treatments was perceived as a solution to spreading
misinformation about mental health treatment. This was outlined in Participant #10’s comments:
“I really feel like it’s word of mouth in our community… I feel like if other people said
“Hey, my son needed help, I got him help, he’s a lot better…” and so on and so forth. If
people just keep telling other members of the community, “it’s no problem”, then we can
end the stigma against it”.
In addition to sharing information about the positive benefits of mental health treatment,
participants noted that sharing information about mental health treatment in community
organizations such as a church or a mosque (Participant #5) is a way to overcome false notions
within the community about mental health treatment.
Therapeutic Interventions
Research Question #2: What practice strategies are therapists that identify with the ArabAmerican cultural ethnic reference group utilizing to meet the clinical needs of their clients?
This research question was assessed through interpretation of participant responses to open ended
questions about therapeutic techniques, and beliefs about available resources available to the
therapist to sufficiently meet the needs of their clients. Analysis of client narratives and
development of themes using the method of constant comparative analysis between the therapists
and an expert researcher was used to drive recurring themes. Research question #2 was assessed
through open ended questions 7-11 and question #20 (see Appendix C). The proceeding themes
emerged from Therapists’ narratives about mental practices strategies.
1) Expressing nonjudgement of cultural issues enhances client commitment to treatment\
2) The therapist educates the Arab client on mental illness and mental health treatment
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3) The shared cultural and clinical experiences therapists’ share facilitates therapeutic
consultation.
4) There is a need for culture specific trainings and treatment programs with the Arab
population
All participants (n=11) interviewed in this study described their practice strategies as ‘eclectic’,
and dependent on the needs of the client. Therapists’ noted the use of a variety of interventions
including cognitive behavioral therapy, narrative therapy, person-centered strategies such as
genuineness and empathy as well as the use of motivational interviewing. Furthermore, (n=5)
participants noted that they also provided case management services beyond psychotherapy to
address client needs related to transportation, translation, accompanying clients to doctor
appointments, and maintaining social assistance benefits. Additionally, all participants (n=11)
noted that they felt comfortable treating severe psychiatric illnesses, and mood disorder and trauma
related disorders (Q10- 11a-c, Appendix C). When asked about the causes of mental illnesses
among the population they treat, some therapists ascribed genetics, and intermarriage among the
Arab cultural group as responsible for the transmission of severe psychiatric illnesses (Participant
#1, 2, 6 and 3), while other participants noted that illnesses are caused by both environmental and
genetic factors (Participant #4,5, 6, 7, 8,9) specifically war-exposure (trauma) which participants
noted to be a common diagnosis among refugee clients. This is summarized in participant #10’s
comments on what some of the causes of severe psychiatric illnesses are among the Arab
population:
“I would definitely say it’s genetics as well as the environment that people are in. Definitely
trauma, of course. I feel like trauma is the biggest indicator when it comes to psychiatric
and mental illnesses.”
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Commonalities were found among participants relating to providing psychotherapy to the Arab
cultural group. Some participants (n=4) perceived themselves to be a support for clients within
their communities, particularly the female clients. Regarding newer refugee and immigration
clients’ participant #9 stated “I’m the only who understands them and supports them in a foreign
country”. The following statements highlight the theme as the therapists providing support within
their community.
In addressing cultural concerns about keeping family secrets and upholding confidentiality
which was a previously cited barrier to treatment, therapists discussed that taking a stance of
“nonjudgement” was a common strategy in treating these issues. This is highlighted in the
following statement by Participant #10:
“Again, since I am Arabic speaking, and since I come from a Middle-Eastern background,
just being able to empathize them in a unique way, may be better than someone who is
Caucasian or someone who is African American because I come from the same MiddleEastern background”.
Non-judgement of client issues was perceived to be as a therapeutic skill useful for
addressing cultural and community beliefs that perpetuate stigma from mental illness. Therapists’
discussed that ‘nonjudgement’ was used to overcome resistance to psychotherapy and foster trust
in the therapeutic relationship. The importance of the non-judgmental, accepting stance is
highlighted in Participant #5 comments:
“I think in general as a therapist, you have to come from a nonjudgmental and
empathic stance. Particularly with the Arab-American community, they tend to be
a judgmental community. So, when you provide the opposite of that, it just
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increases their comfort and when a client is less guarded they are more susceptible
to the treatment that you’re giving them and so there’s less resistance.”
Psychoeducation: As previously discussed, a perceived barrier of help seeking with clients
from the Arab culture group was believed to be due to lack of psychoeducation about therapy and
mental illness. Participants stated that education about mental illness was a practice strategy used
to overcome this barrier and ‘devalue’ the perceived stigma around diagnosis and help seeking.
Participant #7 “I try to present them with research and information”
Participant #8 “I try to relate it to a health concern. There are a lot of people out there that
have diabetes and high blood pressure and whether you are not feeling well emotionally
and physically, there is a treatment and if you continue with the treatment throughout your
life you will feel fine from it.”
Participant #1: “We do a lot and it actually devalues the stigma so if they learn that with
schizophrenia, that it’s not their fault, or something that I can control, so when we do work
on devaluing, what I consider a cultural aspect and even some that I consider oppressive
Participant #5 “With the Arab-American client, again, the things that they’re disclosing,
even things that aren’t necessarily related to mental health, also can carry a lot of stigma
as well. So, the therapist is surveying, in a way, as a as a confidant, as a facilitator of
change, as a resource for information (providing a lot of psychoeducation), and really as a
treasure chest of skills that are to be learned” (Participant #5)
Therapeutic consultation: Among the practice strategies discussed by participants
utilized to address the needs of the Arab client, peer consultation and supervision was listed by
(n=7) participants as a resource they had to assist them in their therapeutic work. Participants
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discussed that their fellow coworkers offered insight into treatment while simultaneously offering
support. This is highlighted in Participant #5:
“All of my fellow therapists that I work with have been a really great source of support for
me, and being that they also understand the culture, they can look at it through the same
lens, but also from their own clinical lens. So being able to bounce ideas off them and get
their feedback, I think honestly, that’s really what I value the most and I think that’s what’s
helped me the most, is knowing that I have highly skilled clinicians that I can go to for peer
support”.
While many participants noted that they utilized each other as an informational
and supportive resource, in general, there was non-agreement amongst therapists’ about
availability of culturally sensitive and appropriate materials to effectively work with the
Arab population. Participants (n=3) participants reported that they felt they had the resources they
needed to sufficiently meet the needs of their clients, while others expressed some dissatisfaction.
Participant #1 discussed that she often needed to “think outside the box” when implementing some
therapeutic models because they do not sufficiently meet the needs of her clients, while Participant
#5 highlighted “there’s a lot of times where we may have to make accommodations or do things
differently than we normally would”.
Recovery Beliefs
Research Question 3: What are therapists’ beliefs about recovery from mental illness?
This question was assessed through the analysis and coding of open-ended interview
question 12, 13, 14, 17 and 18 (see Appendix C). The same analysis method employed in the
previous research question was used for analysis purposes. The following four themes
emerged from the data:
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1) Therapists’ did not differentiate between Arab and non-Arab clients on recovery
2) Recovery for the Arab population is defined as maintenance and stability
3) The family and community network provide strengths and challenges to clients’ recovery
4) The therapist’s role in client recovery is to provide a safe space for disclosing secrets.
Arab-American Recovery Beliefs: On average, participants did not differentiate between
recovery patterns for Arab versus non-Arab clients and held positive attitudes about recovery from
mental illness. Participants were asked if clients specifically, from the Arab culture could recover,
the following statements were expressed by participants when asked if client’s specifically from
the Arab cultural group could recover:
There appeared to be some universal acknowledgment that people, regardless of culture,
can experience recovery. Therapists often noted reinforced a medical approach to recovery and
noted the need for the continuation of medication for life (eg., If they keep taking their medications
and keep coming to their appointments, I do think they can be functioning #3). In contrast, two
therapists noted that regardless of cultural orientation, consumers living with severe mental illness
such as schizophrenia and bi-polar disorder could not recover. Participant #6 attributed this belief
to not encountering any clients in her experience that had recovered from a severe psychotic illness,
while participant #10 discussed that she believed clients, especially with severe psychiatric
disorders could not recover and would need medications for the rest of their lives. Although
medications may be necessary for severe illnesses, these responses reflected greater
unidimensionality of the consumer as compared to a holistic view of other ways in which recovery
from mental illness can occur.
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Defining Recovery: Similarities among participant definitions of recovery was also found.
Recovery from mental illness was more likely to be defined and perceived as maintenances and
stability with participants noting that compliance with medication was important to recovery:
Participant #4: “For me, recovery means maintenance. It means being committed to the
treatment, and compliance.”
Participant#3 “they definitely can cope with their symptoms and live close to what we call
a normal life by complying with their treatment.”
One participant stated that recovery can be achieved in the long term in the absence of
medication (Participant #7). A few participants (n=3) defined recovery as journey. This is
highlighted in the following statements”
Participant #10: (Recovery is) “a person being able to manage their mental illness and
accepting it and continually getting the help that they need… I think recovery is a long
journey, there’s no finish line. I feel like recovery takes its time and it’s for life.”
Participant #5: “I think I look at recovery as a lifelong process, it’s not anything that has a
finite place where we can say someone is recovered.”
Participant #2: So, I always explain to my clients when their concerned about recovery,
that progress is not a linear line and I do I do the physical “line.” *simulates an up an own
motion with finger. It’s okay if you make progress now, if you go back down, like totally
fine.”
Conclusively, for this group, the recovery process is defined as maintaining stability and
complying with treatment using medication, and the recovery journey is defined as a life long
process.
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Family and Community Networks: Specific to the Arab culture, some therapists noted
that while there was no difference between the Arab culture and other cultures in terms of the
ability to recover from mental illness, that recovery for Arabs can be dependent on unique cultural
factors. Family and community networks was most often cited as a contributing, mediating factor
to client recovery. Participants noted overall, that when family was involved in treatment and
acceptance for seeking treatment was perceived from the community, that clients had better
outcome. The following statements speak to this:
Participant #6: “I would definitely say that family support is essential, it’s crucial (for
recovery)”.
Participant #2: “We have really positive things like we have family support like no other…
I think involving your family, because it is a huge part of every culture, and helping your
client’s family understand and get where the client is coming from and accept that person
is really helpful (for recovery)”.
Although participants noted the dual role the family plays as a barrier and facilitator of
treatment, regarding recovery, some participants noted that cultural norms around family unity and
maintaining a family network can be helpful against some of the negative, secondary effects of
severe mental illness. This is noted in the following comments:
Participant #9: “family support plays a big role in the Middle-Eastern culture. Unlike the
Western world, I think that being socially accepted, accepted in the family, supported in
the family, I think that will help Arabic people recover”.
Participant#1 (on what the family contributes to patient recovery) … “will sometimes it’s
that their immediate needs are being met for example you, shelter, so they can pay attention
to recovery. sometimes they can’t work for a period, and families are there to provide for
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them…unconditional support I think, unconditional acceptance, knowing that someone is
always got your back I see other communities and see other members of society who don’t
have that and wish that they had someone they could go.
Therapists’ also discussed that family support can help increase patient compliance to
treatment through providing transportation to appointments and ensuring clients comply with
medication. Participant #8 states “most of them have transportation to come here and they have
supportive families, while Participant #5 discussed families offer “Support. And support can mean
different things, it can be in helping with getting them to treatment, it can be helping them in terms
of making sure they’re on their medication, or taking their medication, it can be just providing
reinforcement, you know reinforcing the changes that are being made, reinforcing the individual’s
progress.”
The community network was a variable cited by participants as helping to either facilitate
or impede client recovery. Participants stated that within this specific community, clients are
interconnected either through marriage, or involvement in other community networks such as
religious organizations. Therefore, acceptance from the community for seeking mental health
treatment can in turn facilitate the recovery process.
Participant #1: “villages of people resettle here, that is very common, and we see similar
issues …because you have a very small group of people that migrated …and who
intermarry.”
Participant #3: “…in this area a lot of people are related or know each other, and some of
our client’s run into their relatives here in the office. There’s no way around that. Some
clients have asked for us not to schedule us on certain days that other clients are here, and
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we really do try to do that, but it’s interesting because they’re all coming for the same
reasons, to get treatment, but they care about being judged for it.”
Participant #4: “So the Arab-American population still suffers from this negative stigma
about mental health, so a lot of them don’t seek treatment, and if you’re not seeking
treatment then you’re not really getting the help that you need. So, I find that the culture
really does influence in initiating treatment, continuing treatment, accepting treatment.”
Some participants noted that a way to overcome the cultural limiting beliefs about mental
illness that limit participation in a mental health program, and a way to promote and normalize
engaging in treatment is for community organizations was with psychoeducation:
Participant #3: “as a culture, maybe religious groups could help by talking about it with
family members to make it okay to have a mental illness.”
Participant #5, on facilitating recover: “I think, for example, somebody’s involvement in a
church. Somebody’s involvement in a mosque. Something bigger than just the family, or
bigger than just the treatment site, having another source of support. Having another source
of support within the community, somewhere else to go for assistance. Somewhere else to
go just to be around other individuals. Aside from a faith-based community center, it could
be like a clubhouse. Somewhere where an individual can be themselves aside from just
being somebody’s brother or somebody’s son, and aside from being somebody’s patient or
client.”
Participant #6 suggested that using group therapy is a way to offer community support:
“People are reluctant to go to groups (group therapy) but I think it’s community. If the
stigma were not as bad as it is, and people were to go to groups (group therapy), people
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would feel better and make friends and have someone walking along in this journey with
them to recovery.”
Participant #8 discussed that in the group therapy she conducted she had success “I try to
engage them (in treatment) I have a men’s group and women’s group and I try to get them
to be social and discuss their emotions.”
Therapist’s role in recovery: Participants in this sample described the importance of the
community and family networks in client recovery. A recurrent emerging theme
came from analysis of participant narratives was that some therapists viewed themselves as part
of the community support network for clients.
Participant #1: “I think providing a safe space to explore what the challenges and the barriers
are, and I think the safe space is a huge thing for a lot of our clients knowing that this is a place
where they can say things and not have to worry about hearing them again in the community.”
“Participant #5: “With the Arab-American client, again, the things that they’re disclosing, even
things that aren’t necessarily related to mental health, also can carry a lot of stigma as well. So,
the therapist is surveying, in a way, as a as a confidant discussed that differences between
generations also influences the therapeutic approach utilized.”
Participant #6: “You know a lot of these people have doubts, they don’t get it (support) from
outside, so if you don’t always put on you’re A-game and make them feel like they’re safe in
that room and that it’s a positive experience for them then recovery would definitely be hard”
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CHAPTER 5 DISCUSSION
The consumer lead recovery movement advocates for the use of evidence based,
collaborative treatment approaches (Anthony, 1990; Davidson et al., 2007; Mead & Copeland,
2000), In many ways, mental health care has evolved beyond outdated and scientifically
unsupported care models due growing pressures from consumers, family members, lobbyist and
even mental health care professionals (Anthony, 1990). However, there continues to be a
disconnect between the availability of recovery focused treatment models and the needs of the
evolving ethnic tapestry of the United States of America. Census data has noted that immigrants
from the Middle East are expected to exceed 85,000 in the coming fiscal year (U.S. State
Department website accessed on 9/15/2016). This is in addition to census data estimating that
nearly 3.5 million Arab-Americans currently reside in the United States (Brittingham, & De la
Cruz, 2005).
The Detroit Arab American study (Baker et al., 2003) was the largest known census study
on Arab Americans to date and the Metro-Detroit area is home to the largest concentration of Arab
resettlement in the United States. With the mental health needs of Arab immigrants thoroughly
documented in the literature (Aprahamian et al., 2011; Erikson and Al-Timimi, 2001; Latzer, 2003;
Melhem & Chemali, 2014; Siren-Rogers, Jamil et al., 2002;), and a substantial proportion of these
immigrants from the Middle East are believed to have been exposed to war, violence, and torture.
Moreover, pre-migration factors are often amplified by post-migration stressors during and after
resettlement into the United States (Dross, 2000; Jamil et al., 2002). Many of these post-migration
stressors are related to acculturation, language barriers and economic constraints (Aprahamian et
al., 2011; Jamil et al., 2002; Melhem & Chemali, 2014). Additionally, deeply held cultural beliefs
about receiving treatment for mental health symptoms results in underutilization of treatment for
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fear of stigma and rejection by family members and members of the Arab community (Al-Timimi,
2001; Jamil et al., 2002; Latzer, 2003; Melham & Chemali, 2014; Siren-Rogers, 2013).
Conclusively, when an individual does decide to seek mental health treatment, the preferred
treatment is often a pharmacological intervention as psychotherapy conflicts with cultural
expectations of ‘healing’ which is believed to be the sole responsibility of the physician, with
minimal effort on the part of the consumer (Latzer, 2003; Purhan & Sati, 2013). Unfortunately,
the scarcity of available literature on providing psychotherapy with the Arab cultural group poses
a dilemma for professionals who frequently interact with this population (Melham & Chemali,
2014).
This study investigated the barriers and facilitators of providing mental health services to
the Arab cultural group from the perspective of Arab-American therapists from a Midwestern
community and home to one of the largest populations of Arabs in the United States. Three main
overarching questions guided this study. Specifically, identifying various facilitators, challenges
of therapists’ serving this cultural reference group, the role of recovery, family influences, stigma
and the treatment processes used. Several recurrent themes emerged from analysis of open-ended
interview questions formulated from literature on the mental health needs, and service utilization
of the Arab cultural group within the United States and internationally.
Barriers and Facilitators to Treatment
Themes that emerged from participant data resembled preexisting literature on help seeking
trends of the Arab cultural group. Regarding barriers to providing mental health services,
participants noted that therapists who perceived clients as identifying closely with the Arab cultural
reference group underuse mental health services. This finding supports previous data on the use of
mental health services within Arab countries and among first and second-generation immigrants
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to the United States (Latzer, 2003; Melhem & Chemali, 2014; Perihan & Sati, 2012). Additionally,
therapists perceived gender to play a role in the strength of the therapeutic alliance between
themselves and the client. Specifically, participants noted that male clients were less likely than
female clients to self-disclose in psychotherapy, resulting in transference family relationships onto
female therapist. The implication of this finding was discussed among participants to be perceived
as related to a lack of psychoeducation about therapy and mental health services in general. The
implications of this suggest that the role of the therapist may be poorly defined within the Arab
culture, thus hindering the therapeutic process and self-disclosure in therapy. Melham and Chemali
(2014) discussed that religion mediates the preference for same-sex therapist among Arabs. The
authors discuss that particularly among Muslim women, it is religiously and culturally
inappropriate to disclose personal details to the opposite gender in psychotherapy. Thus, viewing
the therapist as a family member may act as a way to uphold this cultural belief. In accordance to
previously conducted research on family support and mental health help seeking among Arabs,
therapists in this study perceived family support as mediating factor specific to treatment
outcomes: i.e., low levels of family support for engaging in psychotherapy was perceived as
resulting in poor client outcomes.
Regarding supportive, or facilitative aspects of treatment, analysis of participant narratives
uncovered some recurring themes. First, consistently cited among participants was that family and
community networks were perceived as a facilitator when family members were supportive,
involved in treatment and expressed non-judgment about mental illness. All therapists interviewed
(n=11) discussed that the family could reduce or even eliminate clients’ perceptions of stigma and
promote client recovery. Participants also discussed that a factor unique to the Arab cultural group
was that family support protected individuals from some of the secondary effects of mental illness
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through providing shelter, food, and even transportation to treatment. These findings are consistent
with literature on mental health recovery (Mead & Copland, 2000) and literature pertaining to the
importance of family relationships to the Arab cultural group (Dardas & Simmons, 2015). As one
participant cited within the Arab culture “we have family support like no other” (Participant #5).
In addition to family support, and of interest to this particular study, participants perceived the role
of the therapist as a supportive resource for clients within this particular community. While some
participants alleged that possessing an understanding of the language and cultural practices was a
facilitative aspect of treatment, other participants noted that the role of the therapist as the expert
on both the Western and Arab cultures provided unique insight into the needs of clients in this
particular community, which could not otherwise be understood by a non-Arab therapist. As
previously noted, the community was perceived as a barrier to treatment through transmission of
false notions about mental health treatment. Paradoxically, the community was perceived to be a
supportive factor when transmission of positive beliefs about mental health treatment were shared
among community members. In sum, the supportive, facilitating aspects of providing mental health
treatment with the Arab reference group can inversely serve as a barrier to treatment.
Practice Strategies
Analysis of open ended questions about practice strategies commonly used among this
group of participants revealed participants were more likely to apply an eclectic mix of therapeutic
techniques and not ascribe to any one particular school of psychotherapy. All participants in this
group noted that they felt comfortable treating severe psychiatric illnesses (schizophrenia, bi-polar
disorder, etc.) as well as milder to moderate forms of mental illness. Additionally, participants
were more likely to perceive the causes of severe psychiatric illness within the culture as related
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to trauma and transmitted through the family genetically with inter-marriages which participants
perceived to be common among the community.
Responses to questions about therapeutic techniques, and beliefs about available resources
to meet the needs of the Arab client resulted in the emergence of some conflicting themes.
Consistently stated among participants as a useful therapeutic technique in working with the Arab
cultural group having a ‘nonjudgmental’ approach, which was perceived to enhanced the
therapeutic alliance. In addressing cultural concerns about keeping family secrets and upholding
confidentiality, therapists discussed that taking a stance of “nonjudgement” was a common
strategy used. Appearing trustworthy to clients, either by being from a different country
(Participant #1) than the members from this community was factor also mentioned. In addition to
this, participants noted that psychoeducation about mental illness, about maintaining client
confidentiality and about psychotherapy was a practice strategy used to ‘devalue’ the perceived
stigma around diagnosis and help seeking. The implication of this finding suggests that greater
education around confidentiality and privacy could mitigate Arab clients’ fears about selfdisclosure.
Lastly, peer consultation and supervision were recurrently discussed among participants as
a resource they had to assist them in their therapeutic work. Participants perceived that coworkers
were a good support and resource because they were able to share in the understanding of the Arab
culture, while possessing knowledge about clinical and therapeutic techniques and strategies.
Findings were mixed regarding the availability of resources used to address the needs of the Arab
client. Two participants noted (Participant #6 and Participant #8) that the agency and the
community provided all of the resources necessary to address the needs of the clients, while other
participants noted that specifically within the community mental health framework, that therapists
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are having to make ‘accommodations’ to meet the needs of their clients (Participants #1 #5, #7).
Previously cited literature on culture fair resources to address the needs of the Arab-Americans,
suggested that there are currently insufficient resources available to meet clinical needs of these
individuals (Melham & Chemali 2014). Although some participants echoed this concern, others
noted that they could look to the community for supports and resources if needed. This discrepancy
may be related to either insufficient knowledge and exposure to community resources to meet the
needs of clients, or to the perceptions of the clients’ hold about the resources available to them.
Recovery Beliefs
Overall, participants expressed positive, supportive attitudes about recovery from mental
illness and therapists did not differentiate between Arab and non-Arab clients with regards to
recovery from mental illness. Two participants (Participant #6 and Participant #10) discussed that
they did not believe individuals could recover from mental illness. However, this belief was
perceived as stemming from lack of exposure to clients who had recovered than actual attitudes
about recovery. Similarities among participant definitions of recovery was also found. Moreover,
recovery from mental illness was more likely to be defined and perceived as maintenance and
stability, with participants noting that compliance with medication was important to recovery. In
addition to family and community support networks acting as both a barrier and facilitator to
treatment initiation, some therapists noted that family and community networks was a mediating
factor to client recovery. Participants stated that when family was involved in treatment and
acceptance for seeking was perceived from the community, that clients had better outcomes.
Lastly, a recurrent emerging theme came from analysis of participant narratives was that some
therapists viewed themselves as part of the community support network for clients as a “confident”
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(Participant #5), and through providing a “safe space…and not have to worry about hearing them
(secrets) in the community” (Participant #1).
Strengths and Limitations
One of the limitations of this current study was that there were no male participants. In
general, a therapist from the Arab cultural group, providing psychotherapy in Arabic and English
in the United States is comprised of a limited group of individuals, and while some themes emerged
that were gender specific, this meant that the principle investigator was unable to obtain contrasting
or comparative information about these themes. However, this female only sample may be
indicative of cultural beliefs about careers in mental health in general. Additionally, it is plausible
that this sample may not be representative of the entire population of Arab-American therapists in
the United States being a female only sample. Nevertheless, because the female participants in this
study noted that they often had difficulties establishing rapport with male clients, and that male
clients were perceived as more likely to transfer family roles onto the therapist, a possible
explanation for this could be that Arab males in general, are less likely to find mental health
treatment and even the profession appealing. Furthermore, because qualitative research calls for
adding participants until theoretical saturation is reached, participant selection is highly dependent
upon the perceptions of the principle investigator and qualitative expert offering assistance with
the data. It is possible that a larger sample of individuals may have supported or dispelled many
of the themes that emerged from the participant narratives.
A subsequent limitation of this study was the interview and coding process. With any
proposed qualitative design, researcher bias poses a threat to the validity of the study and therefore
it is important to understand the researcher’s values, preexisting ideas and beliefs when conducting
research and drawing conclusions from the data. Additional threats to validity include influences
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the researcher may have on the setting or participants in the study. While important measures were
put in place to minimize the impact of the researcher on the participants such as avoiding the use
of leading questions and having some pre-established, scripted research questions, as with all
qualitative studies, it is important to consider the influence of the researcher in the setting he/she
is studying. An additional limitation of this study comes from the sample strategy used.
Generalizability in qualitative research is often also compromised in a qualitative study as
participants sampled are not representative of the population at large. Because this study is specific
to therapists who work with and provide psychotherapy to Arab population it cannot be generalized
to a sample of all therapists. Furthermore, because participants were sampled from a specific
community with a large concentration of Arab resettlement, it is possible that the findings of this
study may not generalize to other subsequent communities in different parts of the United States,
or to other more Westernized countries. However, being that participants were sampled from a
community with one of the densest populations of Arabs in the United States, it is more likely that
the data captures a representation of overall barriers and facilitators of working with this particular
reference group. This statement is supported by previous literature on the mental health needs of
Arabs in the United States and abroad (Al-Timimi, 2001; Baker et al., 2003; Jamil et al., 2002;
Latzer, 2003; Melham & Chemali, 2014; Siren-Rogers, 2013).
A subsequent limitation of asking employees to report on perceived work-related barriers
are the participant perceived ramifications of participating in the study. Ultimately, this could have
resulted in participants either limiting or excluding information, or lack of participation altogether.
Some participants discussed that they wanted to be sure to represent their community and the Arab
culture in a favorable light, specifically because of misleading, or negative information that may
be available about this particular reference group since 9/11 (Participants #1, 2 and 5).
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Despite some of the limitations listed, this study provided some significant, important
insights into the role of the Arab-American therapist in mental health treatment. Strong positive
relationships between the therapists’ and the clients were noted to be a protective factor against
perceived stigma from family members, but also from the community. In this regard, therapists
can be a community support for clients through their knowledge of mental illness, diagnosis,
treatment and deeply held cultural beliefs about mental illness. Additionally, overarching themes
in this study suggested that despite the literature, therapists did not differentiate on a whole that
Arab clients recovered any differently from mental illness. In fact, participants generally
maintained a very positive and process-oriented approach to mental health recovery. An additional
strength comes from participant suggestions about ways to promote mental health treatment within
the Arab cultural group. Participants noted that getting the family to ‘buy into treatment’
specifically with regards to severe psychiatric illnesses, would result in unwavering, lasting
support and improve treatment compliance.
Conclusions and Directions for Future Research
The findings from this study provide insight into the unique position of the Arab-American
therapist. In essence, the Arab-American therapist is the bridge between Western standards of
practice and the Arab client’s expectations and beliefs about mental illness and help seeking. The
Arab therapist is an expert not only on the cultural traditions, expectations and norms, but can also
serve as community resource and support Arab clients, and to organizations looking for education
and information about treatment approaches with this population. Additionally, the community
mental health agency can offer support by ‘breaking bread’ and educating the community and the
families on the benefits of mental health treatment, this would result in greater acceptance of
mental illness and reduced stigma overall.
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The first step to dismantling these barriers could be through informational interventions targeting
the Arab-American population. A cornerstone of evidence -based practices lies in the ability to
disseminate interventions (Essock, Drake, Frank & McGuire, 2003). On a global scale,
interventions that provide psychoeducation about the causes of mental illness, and available
treatment options, while dispelling false notions about mental illness within the Arab community,
could promote help-seeking while simultaneously reducing stigma. Additionally, within the
community mental health framework, service delivery could be improved by incorporating
suggestions from mental health professionals within the Arab-American as a way to provide more
culture fair treatment and interventions. The mental health needs of Arab immigrants to the United
States are extensively discussed in the mental health literature and because of this, we as mental
health professionals must respond accordingly.
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APPENDIX C
INSTRUMENT
Barriers and Facilitators of Providing Therapy to Arab Clients

Thank you for agreeing to meet with me today. I intend to learn more about your experiences and the
work you do serving your community. The purpose of this interview is to explore the barriers and
facilitators of providing mental health services to the Arabic population from the perspective of the
mental health therapist. We hope to gain insight into how treatment with this population is provided, your
perceptions the cultural expectations of your clients, and the resources available to you when working
with this population.

In an effort to make sure that I have not missed anything, I will be recording our conversation. All the
information that you provide to me is confidential and will not be shared with your employer or members
of your agency. No one else will hear this recording, and upon completion up the study, this recording
will be erased. This recording will not include any identifying information about you and at any time.
Feel free to let me know when you would like me to stop this recording during our interview.

Do you have any questions?

O.k. let’s begin.

Demographic Information

I am going to start off by asking some questions about yourself and your work.
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1) What gender do you identify with?
Male -1
Female- 2

2) How old are you?

3) What is your country of origin?
Algeria
Bahrain
Iraq
Egypt
Lebanon
Jordan
Kuwait
Libya
Morocco
Oman
Palestine
Qatar
Saudi Arabia
Syria
Tunisia
United Arab Emirates
Yemen
Other (please specify) ___________________

4) What country were you born in? (if not born in the U.S.)
a) How old were you when you came here?
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YOUR CURRENT EMPLOYMENT

5) Where do you currently work? What is the name of the agency, location?
a. What do you do at __________ ?
b. How long have you been at________?
c. How long have you been doing this job at _______?
d. Are there other jobs or roles you had at _______? If so, can you briefly describe them to me?
6) Tell me more about what you currently do at ________. What is your licensure type? Social work?
Psychology, Counselor, etc.
APPROACH TO THERAPUETIC WORK

Now I am going to ask you some questions about the work you do, and your approach to therapeutic
work.

7) How do you describe your theoretical orientation or your preferred approach in working with all
clients? For example, do rely more on cognitive behavioral strategies? Humanism? Are you equally
using many theories and techniques as in eclecticism (a mixture of techniques)?

8) What do you believe are your strengths as a therapist?

9) If you had all the time and money, how would you strengthen your therapeutic approaches or
skills?

10) What type of psychiatric or mental illness disorders do you mostly comfortably treat?
e. Probe: dsm disorders, probe life stress conditions, traumas

11) What do you believe are some of the causes of psychiatric or mental illness that you see in your
clients? That is, how might you explain the causes of their mental illness?
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a. What is your main approach in treating some of these conditions?
b. What do you need to sufficiently meet the needs of your clients?
c. Do you believe you have these resources or skills to currently do that? Why or why not?

RECOVERY
Now I will be asking you some questions about mental illness and a concept known as recovery

12) Do you believe that people can recover from a serious mental illness such as schizophrenia or
bipolar disorder?
a. Why or why not?

13) Do you believe clients specifically from Arab cultures can recover from a serious mental illness?
a. Why or why not?
b. What are some of the barriers?
c. What are some of the facilitators of recovery? What might support or help them more
than other type of clients from different cultural backgrounds?

14) In your opinion, would mental health treatment differ for those who identify closely with Arab
culture or ‘reference groups.” Reference group is another way of saying people who identify with
an ethnic or cultural groups and worldviews.
a. Why or why not?

MENTAL HEALTH STIGMA
For this next section, I will be asking you questions related to stigma and mental illness.
‘Stigma is defined as a visible scar; however, it is a word that has often been used to describe the effects
of negatively labeling someone which leaves a lasting scar. Stigma can be experienced as a negative
condition that can adversely affect how someone seeks treatment, perceives themselves based on the
beliefs society holds about psychiatric disorders. People living with a psychiatric disorder can in turn
internalize these beliefs and messages and further inhibit effective help seeking or treatment’.

15) Given the understanding we have about mental health stigma, in what ways have you experienced
stigma and its effect on your clients or clients in general?
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16) In what ways, if any, does stigma affect a person from an Arab cultural or ethnic reference group?
a. In what ways if any, do you perceive stigma of a mental illness is more or less impactful?

RECOVERY COMPETENCE
Earlier, we discussed recovery from mental illness. I asked you some questions about your beliefs and
opinions about recovery. I appreciate your feedback thus far and I am interested in understanding more
about your beliefs about recovery.

17) Tell me, if anything, have you heard about recovery from a mental illness.
a) How would you describe it?
b) In your experience, can people with a mental illness recover? Why or why not?

18) What are some of the things that may promote recovery for a client from an Arab cultural or
ethnic group? What about things that would inhibit recovery?
a. What role does the therapist play?
b. What role does that person’s family play?
c. What other things might help or hinder recovery for this person?

19) What are the top 5 biggest challenges in serving clients from Arab cultural and ethnic
backgrounds?

20) What are the 5 biggest sources of help in assisting you in your work with these clients?
a. What are some things you would change to help you in your work with these clients?
b. What are some of things that are working for you in serving these clients?

I would like to thank you very much for your time today and for allowing me the opportunity to learn
about your experiences and the work you do.
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THE PERCEIVED BARRIERS AND FACILITATORS OF THERAPEUTIC WORK
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This study examined the barriers and facilitators of working with Arab Americans in a
treatment capacity from the perspective of the Arab American therapist. Participants were asked
about the practice strategies as well as resources available to them when working with this unique
population during a semi-structed face to face interview. The impact of stigma and recovery was
also assessed. This research study employed a qualitative design approach to address the research
questions. Participants were sampled from a community mental health center located within
Metro- Detroit; one of the largest concentrations of Middle Eastern/Arab and Chaldean in the
United States. Participants in this study consisted of 11 female psychotherapists, who ranged in
age from 25-44 years old (M=32.2) and self-identify with the Arab American cultural/ethnic
reference group and who reported providing direct psychological services to consumers who
identify with the Arabic cultural reference group. Data analyses was conducted using the grounded
theory method known as constant comparison analysis (Strauss & Corbin 1998). Recurring themes
pertaining to barriers, facilitators, therapeutic processes, and recovery beliefs were analyzed from
participant interviews. Overall, participants expressed positive, supportive attitudes about recovery
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from mental illness and therapists did not differentiate between Arab and non-Arab clients with
respect to recovery from mental illness. Additionally, family and community support were cited
as both a barrier and a facilitator to treatment. Participants expressed the need for greater
psychoeducation from providers for the Arab population in order to increase family involvement
in treatment, and decrease cultural norms that prohibit help seeking among Arab-Americans.
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